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the respiratory circuit under normal 
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Medical Motion Pictures of The Amer- 
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cifically produced for medical groups. 


Quoting from the film: 

“The objective in treating simple an- 
oxic anoxia is to restore the oxygen 
saturation of the hemoglobin of the 
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other types of anoxia which in clinical 
practice are often present, either alone 
or concurrent with anoxic anoxia.” 
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oxygen can be carried by the blood in 
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WHAT MAKES ANESTHESIA? 


TORALD SOLLMANN, M.D. 


Dean Emeritus, Medical School, Western Reserve University, 
Cleveland, Ohio 


As practical anesthetists you aim 
to abolish the pain of surgical opera- 
tions. For this you employ a variety 
of agents in a variety of ways, se- 
lected to produce an adequate result 
with a minimum of disturbance, and 
with the least danger to the patient. 
You know more about this clinical 
practice of anesthesia than I can just- 
ly pretend to know; and about the 
scientific side I shall tell you nothing 
new, probably nothing that you do 
not already know. I shall be satis- 
fied if I succeed in setting this knowl- 
edge in a somewhat new light that 
may prompt you to think, and help 
you to a renewed interest in the sub- 
ject. 

The practice of clinical anesthesia 
is founded upon scientific observation 
and experimentation, and depends on 
these for its progress. It may be, in- 
deed it could be, reduced to relatively 
simple rules and routines; but back 
of these lies the scientific inquiry 
from which they took their start, 
from which all progress must take its 
start. You may be a good practical 
anesthetist without any conception of 
this scientific background; you will 
probably be a better anesthetist if you 
do know somewhat of the fundamen- 
tals that make the machine go. What 
any of us know is little enough; we 
wish that we might know more, and 
we shall not be content until we do 
know more. 

Of course: we all know what anes- 
thesia is—or do we? Literally, it 
means absence of sensation. This 
could be attained in greatest perfec- 
tion by killing the patient. Evidently 
that is not what we mean. We wish 
to keep the patient alive, we only 
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wish absence of pain; in fact we gen- 
erally prefer that sensations return 
when the occasion is past. The ac- 
tion must therefore be “reversible.” 
There are agents that dull pain with- 
out removing other sensations. Mor- 
phine, and the confusion stage of 
inebriants, have much analgetic ac- 
tion; but if we abolish all pain, other 
sensations go along, so that really ef- 
fective measures for prevention of all 
pain also destroys all sensations— 
they are truly anesthetic. Sensa- 
tions may be abolished by blocking 
their conduction in the peripheral 
nerves, or by blocking their reception 
in the brain. This constitutes the di- 
vision into local and central anes- 
thetics. The two groups are distinct 
not only in the location, but in the 
mechanism of their attack; but they 
have common features and we may 
hope that each will throw some light 
on the other. 

Local anesthetics would seem to be 
more easily studied, as the structure 
and function of the nerve fibers ap- 
pear so much simpler than those of 
the nerve cells. In fact, however, we 
know less about the mechanism of the 
local than of the central anesthetics. 
The obvious suggestion is that the lo- 
cal agents dull the action of the nerve 
fibers either by interfering with their 
metabolism directly, or by disturbing 
the ion exchange and electron poten- 
tial; or both in different cases, or per- 
haps in the same case. The anesthet- 
ic action of cooling the nerves offers 
tempting analogies for slowed metab- 
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olism. The intricacies of the enzyme 
activations of oxidative metabolism 
furnish wide possibilities for chemi- 
cal interference, which should be in- 
vestigated. They would pass away 
when the concentration of the inter- 
fering drug falls, provided that in- 
terference was not too prolonged or 
too profound. With typical local an- 
esthetics, such as procaine, the re- 
versibility seems to hold for all rea- 
sonable concentrations. 


The variety of local anesthetic 
agents is impressive. Many are 
merely variations of a much smaller 
number of unrelated chemical types, 
but these types are still quite numer- 
ous. So far, the chemical structure 
has not thrown any clear light on the 
mechanism of action. From a practi- 
cal standpoint, the selection of these 
agents depends almost altogether on 
the empirical determination of their 
properties, such as anesthetic poten- 
cy, penetration and duration on the 
one hand; local injury and systemic 
toxicity on the other hand. 


Agents that depress through cen- 
tral action may be grouped into anal- 
getics, sedatives, and anesthetics. An- 
algetics are agents that dull pain 
without having much, if any effect on 
other sensations, at least with ordi- 
nary doses. They comprise a variety 
of substances which probably differ 
materially in chemical and physical 
properties and presumably in manner 
of action. Some tend to render the 
subject inattentive to pain, generally 
by causing confusion or inebriation of 
various kinds, what is generally con- 
ceived as narcotic action; for in- 
stance, morphine, scopolamine, or the 
intoxicant stage of the inhalation an- 
esthetics. Others dull cerebral ac- 
tivity in general; such is the normal 
effect of the aliphatic hynotics and of 
bromide. The “coal tar” analgetics 
wipe out certain kinds of pain with- 
out any other manifest action on sen- 
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sation and cerebration. Increase of 
magnesium concentration abolishes all 
nervous activity, as do _ lipolytic 
agents. 


Practically all the typical centrally 
acting anesthetics belong to the lipo- 
lytic group. This means literally that 
they dissolve fats, and therefore that 
they are soluble in fats; but as all 
cells are bathed in watery fluid, no 
agent can act upon them unless it is 
also soluble in water. The distin- 
guishing solubility feature of lipolytic 
narcotics is that they are relatively 
more soluble in lipids or fats than in 
water; they have a relatively high 
partition coefficient oil/water. All sub- 
stances that have a high partition co- 
efficient are potentially narcotic, they 
depress the functional activity of all 
cells, and may be used to produce 
general anesthesia provided that they 
are sufficiently soluble in water to be 
carried in the blood, and provided 
that they do not have some other ac- 
tion that is more potent and more 
toxic. The latter excludes the aro- 
matic hydrocarbons, so that the prac- 
tical centrally acting lipolytic anes- 
thetics belong chiefly to the aliphatic 
series, derived from methane and its 
homologues. Another property that 
is of practical importance is the va- 
por tension—whether the substance is 
a gas at ordinary temperature; or if 
it is a liquid or solid, whether it can 
be evaporated so as to give effective 
concentrations in the air. If so, it 
may be administered by inhalation; 
if not, it may be administered by 
mouth or by injection. This makes a 
great deal of difference in the practi- 
cal administration; in the promptness 
and duration of action; and in the 
danger and safety. 


The parallelism of solubility parti- 
tion coefficient and anesthetic action 
is so universal that it seems that they 
must be in some way connected, but 
there is also another parallelism with 
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the surface affinity, the tendency of 
the substance to accumulate at the 
boundary layer of the solution and 
there to lower the surface tension. 
This may be merely another way of 
stating the same facts; for substances 
that are relatively little soluble in 
water tend to go to the surface of the 
solution; and the more so if this sur- 
face is in contact with fat molecules. 
A “theory of anesthesia” may there- 
fore be stated in terms either of solu- 
bility partition coefficient or of sur- 
face affinity. The correlations would 
diverge only for substances which 
are poorly soluble in fat as well as in 
water, and these do not seem to be 
practically important. The question 
does become important, however, 
when we try to understand how these 
narcotics act. The fact that anes- 
thetic potency varies parallel to either 
of these properties is not an explana- 
tion of the action. It explains only 
how these substances reach relatively 
high concentrations on the surface 
of the cells when these are exposed 
to the watery solution of the agent. 
It is here that the puzzle really 
starts. What do these agents do when 
they get there? Some hints are fair- 
ly plain. 


In the first place, the fact that the 
anesthetic property has little relation 
to the chemical reactivity of the sub- 
stances indicates that it is not direct- 
ly chemical. Second, the promptness 
of the action, and the promptness 
with which it may be reversed when 
the concentration of the anesthetic is 


lowered, a matter of seconds in gas 


anesthesia, indicates that the action is 
at the surface of the cell, rather than 
in the interior of the cell. This sug- 
gests two possibilities: one, based on 
the conception of lipolytic solubility, 
assumes that the anesthetic agent dis- 
solves in the lipids of the cell mem- 
brane and therefore modifies the 
properties of the membrane; the oth- 
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er, based on the surface affinity, as- 
sumes that the anesthetic itself forms 


a coherent film. Indeed, one may say 
that both are bound to happen; what 
we do not know is their importance in 
producing anesthesia. At this point, 
we launch into the cloudy skies of hy- 
pothesis, where smoke is the most 
substantial substance. We may iake 
for granted that changes in the cell 
boundary membrane will modify its 
permeability. The most lively ex- 
change through that surface is prob- 
ably that of the gases, oxygen and 
carbon dioxide. As energy is pro- 
duced in the cells chiefly by oxidation, 
interference with oxygen penetration 
is a tempting explanation of the de- 
creased activity of the narcosis. How- 
ever, the anesthetics depress anaero- 
bic processes as well as aerobic; and 
they inhibit inorganic enzymes which 
do not involve penetration. These 
facts would not preclude that inter- 
ference with oxygen penetration may 
play a part, or indeed, the major role 
in cellular narcosis, but in the ab- 
sence of direct evidence for this ex- 
planation, they do render it improb- 
able. On the other hand, there is di- 
rect evidence that narcotics alter the 
permeability to ions, and while these 
changes are not simple and uniform, 
any change whatever of ion distribu- 
tion is bound to alter the electric po- 
tential of the cell system, which de- 
termines the energy distribution, the 
colloidal state, and through this the 
enzyme processes. There is some 
vagueness about this, which is not al- 
together satisfying, but at least it 
poses direct questions which furnish 
glimpses at possible answers, and in- 
dicate opportunities for attacking the 
problem. The full answer is locked 
in the future, but we have some keys 
that may be tried on the locks, and if 
they fail, the failures should teach us 


how to try new keys. The solution is 
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chiefly a question of time, and of that 
master of time—patience. 


For the present, it will be helpful 
to remember that lipolytic agents al- 
ter the contact surface of the cells, 
and therefore upset the normal rela- 
tion of the cell to its chemical envi- 
ronment; and this amounts to upset- 
ting the normal balance of its life. 
This results in interference with its 
normal processes, and thereby in de- 
pression of its functions. With prop- 
er agents and within proper limits, 
such a change would be reversible, 
and normal conditions and normal 
functions would return when the dis- 
turbing agent is removed, provided 
that the effect is not so violent or so 
prolonged as to disorganize the cell 
structure. 


Duration of action is therefore a 
highly important consideration in the 
choice and employment of an anes- 
thetic, both for safety and for flexi- 
bility. Instantaneous response to the 
wishes of the anesthetist would seem 
the ideal aim. It is always easy to 
deepen the anesthesia by administer- 
ing more of the anesthetic agent, but 
immediate decrease of anesthesia can 
be achieved only by the substances 
that are instantly destroyed, and none 
of these are practically available; or 
by the inhalation of substances that 
can be quickly eliminated through the 
respiration. Anesthesia by the in- 
halation of highly volatile and rela- 
tively indifferent substances, such as 
nitrous oxide, would meet this re- 
quirement perfectly, but it has the 
disadvantage of lacking steadiness; 
it is subject to sudden ups and downs 
from accidental variations, so that 
the patient may be up and out of an- 
esthesia in one moment, and down and 
out of life in the next. This demands 
very close attention and very rapid 
decision and action by the anesthe- 
tist, with little time to inquire into 
the causes of the changes, so that 
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some mistakes of judgment are inev- 
itable. 


It is therefore desirable to build up 
a back-log of partial narcosis, by 
agents of relatively long duration, 
which are not subject to the sudden 
ups and downs; and to use the vola- 
tile anesthetics to top off the anesthe- 
sia and to temper and refine it with- 
in the needed range, with much less 
risk of passing out into the beyond in 
either direction. The “basal narco- 
sis” is a sound concept in theory as 
well as in practice. It started with 
morphine, later supplemented by sco- 
polamine, and found a rich and varied 
expansion in the barbiturates, with as 
many shades as lipstick, to meet ev- 
ery taste, complexion, and whim. 


The other broad factor which modi- 
fies the fundamental concept of lipo- 
lytic narcosis consists in the side-ac- 
tions; actions that have nothing to do 
with the lipolytic action. Instances 
of this are the mechanical exclusion 
of oxygen in full-strength nitrous ox- 
ide; the physico-chemical precipita- 
tion of muscle proteins by chloroform, 
resulting in cardiac disturbances; the 
local irritation of high concentration 
ether vapor, leading to increased mu- 
cous secretion and potentially to aspi- 
ration pneumonia. One must be care- 
ful not to oversimplify the actions of 
drugs in the instinctive desire for 
unification. 


By now, we have wandered quite a 
while, and it may be well to look back 
to make certain that we have not lost 
ourselves. We started with the ques- 
tion: “What makes anesthesia?” and 
we have not arrived at any very def- 
inite answer, and perhaps or probab- 
ly there is none, except that there are 
several ways to skin a cat, and sev- 
eral ways to depress function—why 
not? But the majority of agents 
that produce systemic anesthesia, and 
those with the broadest field of use- 
fulness, have one property in common 
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—a higher affinity for lipid substan- 
ces than for water, and therefore a 
tendency to concentrate on the sur- 
face of watery systems, and therefore 
on the surface layer of cells. This 
brings the substances to the cells, and 
they probably act primarily on the 
cell surface, altering its permeability. 
The surface-action causes the cell to 
react promptly to changes in the con- 
centration of the agent in the blood, 
and explains rapid recovery when the 
blood concentration is lowered. The 
controllability of anesthesia depends 
on the practicability of controlling 
the blood concentration which is 





therefore of primary practical con- 


cern to the anesthetist. Side-actions 
may depend on quite different mech- 
anisms and must be learned as such. 
These two together, the control of the 
concentration and a knowledge of 
side-actions, make up the greater part 
of the art of anesthesia. Personal 
experience, close observation, and 
sound judgment are indispensable in 
this art, as well as theoretical knowl- 
edge. It is the artist who makes the 
picture, not the theory of color; but 
a good artist can make a better pic- 
ture if he knows what science teaches 
about color. 





SHOCK AND HEMORRHAGE 


WILLIAM E. ABBOTT, M.D. 


From the Department of Surgery, Wayne University College of 
Medicine, and the Detroit Receiving Hospital, 
Detroit, Michigan 


A tremendous volume of literature 
has accumulated over the past thirty 
years on the subject of shock and 
hemorrhage, and any attempt to sum- 
marize it or draw definite conclusions 
would be an endless task. Since 
summaries of the work done prior to 
1942 are available in the reviews by 
Wiggers! and Harkins?, this paper 
will deal largely with the more re- 
cent impressions and contributions. 

Much confusion in the literature re- 
sults from the fact that all conditions 
which cause a lowering of the blood 
pressure, which result in the symptom 
complex (reduced blood fiow, oli- 
gemia, and anoxia known as shock or 
peripheral circulatory collapse, are 
often discussed without trying to de- 
fine or classify and subdivide the 
condition. The cause of shock has 
therefore been explained and argued 
by many investigators when undoubt- 
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edly two or more distinct conditions 

existed. 

Thus an acceptable classification 
should be of prime importance. Such 
a classification can be divided into 
five main categories, and is shown in 
Table I. 

Table I. Classification of Shock 
1. Neurogenic shock. Thought to be 

due to decrease in the vascular tone 

(vasodilatation) and a reflex inhi- 

bition of the heart. 

2. Hematogenic shock (traumatic 
shock). Shock due to an increased 
local capillary permeability and 
vasoconstriction. 


. Dehydration shock. Shock due to 
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an electrolyte and fluid loss or al- 
teration. 


4. Vasogenic shock (toxic or anaphy- 
lactoid shock). This is caused by 
substances such as histamine and 
other foreign proteins, or drugs 
such as nitrites, mercuric chloride, 
et cetera. There is usually a gen- 
eralized increased vascular per- 
meability. 

5. Hemorrhagic shock. Caused by 
the loss of blood (internal or exter- 
nal bleeding). 

This classification is not entirely 
original. Blalock? in his monograph 
on shock discusses most of the afore- 
mentioned conditions. 


That there are examples of each of 
the five types of shock cannot be de- 
nied. The work of Phemister+,® has 
more recently clarified neurogenic 
shock. Blalock?, Fine and Seligman® 
and others have done considerable 
work on hematogenic shock, while 
Moon?7,® has well summarized the 
work on vasogenic shock, and Wig- 
gers and Werle? have recently re- 
ported studies dealing with hemor- 
rhagic shock. The work of Davis!9 
and of Nadal, Pedersen and Mad- 
dock!! have stressed the importance 
of dehydration shock. 

By the aforementioned classifica- 
tion I do not mean to imply that these 
five types may not overlap. Frequent- 
ly after an injury, or an operation, a 
neurogenic reaction is encountered, 
and later hematogenic shock occurs. 
Likewise in the usual injury seen in 
a hospital emergency ward, or on the 
battlefield, blood loss is often present, 
and coexisting hematogenic shock. 

The previous classification may be 
clarified by Table II. This table 
shows what types of shock occur un- 
der the five aforementioned general 
headings: 


Table II. The Subclassification of 
Shock* 


1. Neurogenic shock 
Fainting 
Syncope 
Spinal anesthesia—2, 3 
Pancreatitis and perforated ul- 


cer—2, 3, 4 
2. Hematogenic shock 
Burns—3 


Fractures—1, 5 
Tissue trauma—1l, 5. 
Surgery—1, 3, 5 
Thrombosis—3 

3. Dehydration shock 
Intestinal obstruction—1, 2 


Vomiting 
High intestinal intubation 
Adrenal insufficiency (Addi- 


son’s disease) 
Heat exhaustion 
Diabetic coma—4 
Diarrhea (cholera, typhoid) 
Biliary, pancreatic or intesti- 
nal fistula 
4. Vasogenic shock 
Infection (peritonitis, et cet- 
era)—2, 3 
Anaphylactoid reactions 
Drugs, poisons 
5. Hemorrhagic 
Any condition where hemor- 
rhage occurs—1l, 2, 3 


In order to be more explicit in de- 
fining exactly what one is dealing 
with, it is best when discussing a 
state of peripheral vascular collapse 
to say “Shock due to intestinal ob- 
struction, burn shock, hemorrhagic 
shock,” or if two or more conditions 
exist to state “Postoperative shock 
complicated by dehydration and hem- 
orrhage.” 


In discussing the causes for, or ini- 
tiating factors of shock, it thus no 


* As previously stated, there is often a great deal of overlapping, especially in clinical 
shock and thus the above entities are put under what is ccnsidered as the main heading 
and the numbers following are employed to show what other type of shock may also 


coexist. 
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longer presents too great an argu- 
ment as to the different theories 
(local fluid loss, toxic substance, ner- 
vous factor, adrenal insufficiency, et 
cetera). Practically each theory thus 
does produce one form of shock. 
Some of the proposed theories (el- 
evated plasma potassium concentra- 
tion, acapnia, anoxia, et cetera) are 
probably, as a rule, a result of a state 
of shock and by their presence may 
prolong the undesirable effects. In 
fact, if such states are produced in 
the normal animal, shock may result, 
but clinically the injury or poisoning 
usually occurs first with the resulting 
anoxia, decreased alkali reserve, or 
elevated plasma potassium concentra- 
tion. 

The physiological changes encoun- 
tered in shock and hemorrhage have 
recently been reviewed. Monn® states 
that in shock and hemorrhage one of 
the early changes is in the sympatho- 
adrenal activity. This produces at 
first a stimulation of the myocardium 
(noted by a strong and rapid pulse), 
and a peripheral vasoconstriction 
which in turn leads to a reduced vol- 
ume flow, ischemia (pallor) and a loss 
of tissue turgor. A contraction of the 
spleen occurs with a discharge of res- 
ervoir blood and a dilatation of the 
pupils and often perspiration. A de- 
clining temperature is noted and an 
increased respiratory rate. As shock 
progresses, thirst may become intense 
and a fall in blood pressure occurs. 

Moon7,§ also has repeatedly empha- 
sized the pathological changes noted 
in shock and states that they consist 
of “capillary atony, hyperemia, sta- 
sis, edema, and ecchymosis in the 
lungs, mucosae, serous surfaces, and 
in the liver and kidneys.” These 
changes are not noted in hemorrhage, 
but rather pale, dry tissues are the 
characteristic findings. 

Alterations in the blood concentra- 
tions of various solutes in shock has 
been repeatedly demonstrated. In 
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Table III the usual changes are re- 
corded. 


Table III. Blood Alterations in Shock 
Increased 


Non-protein nitrogen 
Blood urea nitrogen 
Creatinine 

Amino acid level 
Potassium 

Red cell concentration 


Decreased 

Serum calcium 
Plasma protein 

‘i albumin 

a chloride 
sodium 
carbon dioxide content 
oxygen 
volume 


Many of the alterations reported 
are inconstant and not of great sig- 
nificance. It has been stated that the 
plasma chloride level decreases!2. 
Slightly lower levels may occur, but 
in our experience when a definite de- 
crease occurs, it usually represents a 
change which is noticeable after a 
large intake of water, or in the post 
shock period (Tables IV, V, VI, VII, 
VIII). Selye!*, Ely!%, and Glenn, 
Muus, and Drinker!4 review most of 
the blood alterations which are said 
to occur, but it should be remembered 
that such alterations are only present 
in moderate or severe shock and then 
may often be absent if kidney func- 
tion and nutrition can be maintained 
and adequate treatment given. 


In hematogenic shock and shock re- 
sulting from dehydration, there is as 
a rule hemoconcentration (rising he- 
matocrit, red cell count and hemoglo- 
bin), especially if the shock is abrupt 
in onset. In the same condition, the 
plasma protein concentration usually 
is around normal or slightly below. 
Some workers have reported a tran- 
sient rise, and this may occur, al- 
though the concentration is usually 
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TABLE IV. M.McE. 30 yr. 2 Total Burn 32% (3rd degree 2%) 
.Plasma Plasma Blood Plasma 
Time Hemato- Protein Albumin Urea Chloride Dextrose 
Post crit conc. gm. conc. gm. Nitrogen m.eq. per mg. per Treatment 
Burn per 100 ce. per 100cc. mg. per liter of 100 cc. 
100 cc. plasma 
3 51.2 6.8 4.7 8 107.1 150 
Hrs. 
aoe | Plasma 700 ce. 
7% 51.5 
Hrs. 
| Plasma 1500 ce. 
20 49.7 6.1 3.7 13 106.0 95 
Hrs. | 
| 
44 46.2 5.7 3.0 9 99.6 100 | 
Hrs. 
7 39.0 588 12 923 166 
Days 
15 39.0 2.8 11 100.1 80 
Days 





TABLE V. D.T. 


49 yr. d Alcoholic Total Burn 45% (3rd degree 20%) 




































































Plasma Plasma 
Time Hemato- Protein CO» Content Chloride 
Post crit conc. gm. Vol. percent m.eq. per Treatment 
Burn per 100 cc. liter of 
Hrs. plasma 
4 42.5 6.7 48 112.5 g 
—" > Plasma 1000 ce | 2o 
13% 50.4 6.1 45 97.6 “45 
—_—— — ‘Plasma 500ce |? & 
31% 50.6 5.8 97.0 mts 
Blood 1000 ce. | 25 
51 48 0 6.2 54 96.0 4 ° 
59 444 - 
TABLE VI. J.J. 46 yr. d Total Surface Area Burned 1212% 
Plasma Lactic 
Time Chloride Acid COs Content 
Post Hematocrit m.eq. per mg. per Vol. Treatment 
Burn liter of 100 cc. percent 
plasma of plasma 
2% hours 43.6 103.4 26.4 45 
. . 445 ce. 
5 hours 46.5 of blood. Patient took 
- AQT Hae 6000 cc. of NaCl- 
1 
Te hours 87 NaHCO; solution in 
19 hours 48.5 101.9 48.6 first 24 hours and 
3000 cc. in second 24 
67 hours 45.5 62.9 hours. 
4% days 43.5 91.5 26.4 
10 days 42.6 88.1 26.0 
20 days 43.2 100.0 
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TABLE VII. T.A. 14 yr. J 





Total Surface Area Burned 14% (3rd degree 1% 




































































Flasma 
Time Chloride 
Post Hematocrit m.eq. per CO» Content Treatment 
Burn liter of vol. 
Lh oar plasma _ per cent aa 2 
1 hour 46.0 103.1 51.7 
Blood 800 cc. 
6 hours 45.0 
read Blood 160 cc. 
9 hours” 51.6 3.2 Patient took orally 
14% hours 0.6 5000 cc. of 
Pct Aneel te ____| NaCl-NaHCOs; 
25 hours 50.4 solution in first 24 
Be: Sibel neon —_—|}hours and 3000 cc. 
2 days 48.9 in next 24 hours. 
4 days 90.9 95.8 53.0 
14 days 51.4 
24 days 49.7 104.3 : 
TABLE VIII. D.B. 16 yr. 2 Total Burn 63% (3rd degree 20%) 
ees i “Blood Plasma CO» a 
Hours Urea Chloride Combining 
After Hematocrit Nitrogen m.eq. per Power Treatment 
Burn mg. per liter of Vol. 
_ 100 cc. plasma percent ss 
1 48.5 17.2 106.7 42 | 
2270 ce. plasma 
9 59.8 100.0 47 
Sere amcnennnentiina - seat 1450 ec. plasma 
17 53.7 102.8 oe 
34 44.5 3.0 104.5 43 
= a — —— | 900 ec. whole blood 
8 38.5 103.38 48 | 
80 35.0 13.1 106.2 45 
not above the normal range. If de- ly noted because of dilution. Phem- 


hydration occurs acutely, producing 
shock, an elevated plasma _ protein 
cencentration is encountered. As the 
condition persists, however, the pro- 
tein concentration falls and may ap- 
proach a normal or subnormal level. 
This is a result of malnutrition!» and 
thus often makes such determinations 
unreliable as quantitative measures. 

Hemorrhagic shock, because of the 
loss of red blood cells as well as plas- 
ma does not show the above changes 
except when dehydration or hemato- 
genic shock are superimposed. Rath- 
er, a fall in the hematocrit and plas- 
ma protein concentration is frequent- 


914 


ister*,> reports an early hemodilution 
with an increase in the blood volume 
and a later concentration in prolonged 
neurogenic shock. 

In the recent work of Evans!®, the 
group of shocked patients which he 
studied rarely showed hemoconcentra- 
tion. If the types of injuries in his 
cases are noted, it is evident that 
some actual blood loss probably oc- 
curred as well as  hematogenic 
shock. In postoperative shock, Coller, 
Crooks, and Iob!* have recently 
stressed the importance of the loss of 
whole blood. They point out that ac- 
tual determinations show that the 
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amount of blood lost almost always 
exceeds that estimated by the sur- 
geon. Thus in postoperative shock 
and injuries such as compound frac- 
tures and gunshot wounds, the type 
of shock that exists is often a com- 
bination of neurogenic, hematogenic, 
dehydration, and hemorrhagic shock. 
Hence, it is no wonder that the chem- 
ical changes encountered are often 
very confusing and unreliable. 

In a recent discussion on burn 
shock!§8 it was stated that treatment 
can be earried out by following 
changes in the hematocrit (100 cc. of 
plasma for every point the hematocrit 
is above 45). However, in our study 
of burned patients such alterations 
often did not parallel the degree of 
shock; hence we have given up the 
idea of treating patients by a stand- 
ardized method or rule. Tables IV, 
V, VI, VII and VIII show some of the 
changes present in burned patients 
treated with plasma and with whole 
blood. You will note that when 
whole blood was given, an electrolyte 
solution was also taken by mouth. 
Hemoconcentration was not marked; 
in fact, on occasions a dilution oc- 
curred. Other formulas have been 
advocated by Elkington, Wolff and 





Lee!®, Black?°, Power, Pedersen and 
Maddock?!, and Jenkins, Schafer and 
Owens" for guiding the surgeon in 
the treatment of shock and dehydra- 
tion, but recent work?3,24 has demon- 
strated the inadequacy of these “clin- 
ical rules.” 

Unpublished data*5 have shown that 
the circulation is greatly altered in 
shock, and that the findings in various 
types of shock were quite different. 

Tables IX, X, XI, and XII show 
some of the chemical alterations that 
occur in animals shocked by different 
methods. In this study observations 
of the smaller vessels in the sclera 
of the eye (and occasionally in the 
omentum) were made by means of a 
dissecting microscope. In all ani- 
mals slowing of the circulation and 
some clumping of cells or sludge, as 
it is described by Knisely2®, occurred 
But in the animals where dehydra- 
tion alone existed (pyloric obstruction 
and intraperitoneal injection of 5 per 
cent glucose) the sludge was much 
more severe and occurred earlier, oft- 
en with many of the capillaries plug- 
ging up completely. 

Although hemoconcentration was 
often as great in the animals which 
demonstrated hematogenic shock, this 





TABLE IX. Bleod Changes following an Experimental Burn 





























Flasma Plasma 

Hours Protein Chloride a f 

Post Hematocrit conc. gm. m.eq. per Observations o 

Burn per 100 cc. liter of Small Vessels 
reo ee Ss: aaa ae . 
Control 37.5 6.12 110.1 Normal 

Dog burned 

2/3 51.0 

2 59. 6.64 2.0 , 
ee ~~ ood 112.0 | Rapid flow of blood. 

2 61.5 6.82 Some clumps (sludge 
saissianase pee ii intntimoums | CVI: DES met. 56 

415 67.5 6.52 109.9 vere). Viscosity not 
_ — ———— noticeably increased. 

615 67.4 6.20 

91 67.5 6.10 109.2 
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TABLE X. Blood Changes during Dehydration 























Plasma Plasma 
Hours Protein Chloride ‘ 
After Hematocrit conc. gm. m.eq. per Observations of 
Dehydration per 100 cc. liter of Small Vessels 
plasma 
Control 41.8 6.36 108.0 Normal 
Intraperitoneal injection of 5% Dextrose 
_* 66.8 9.15 88.0 Sludge marked. 
814 69.1 10.22 82.0 Circulation slowed. 
Sludge severe. Stasis 
10% 73.0 marked, viscosity in- 
creased. 








TABLE XI. Blood Changes following Pyloric Obstruction 


















































, pom, Bato 
ours ; rotein oride Observations of 
Post Hematocrit . gm. eq. 
Obstruction ee oar titan. "or Small Vessels 
plasma 
Control 418 6.70 105.2 | Normal 
Pylorus obstructed 
= : —_— : 6.92 96.0 Sludge present 
3 56.0 9.09 Flow normal. 
47 58.2 9.19 87.6 
wee? : Sludge increasing. 
o4 57.0 9.36 82.0 Occasional plugging 
71 59.6 10.31 of capillaries. 
76 59.4 10.34 78.0 Sludge and_ stasis 
severe. Viscosity 
78 59.8 10.34 increased. 








Death occurred ten minutes after last sample. 


TABLE XII. Blood Alterations following Intestinal Strangulation and Hemor- 























rhage 

Alter 1 H tocrit Protein Chioride Observations of 
Suemmdietien a oar tas. iter of wee Vessels 
Control 46.3 6.97 108.3 | Normal 

Intestinal strangulation with hemorrhage 

4 44.7 6.97 106.2 | Some clu mps but 

6 42.7 6.32 105.7 poor poh om — 

10 40.7 6.19 103.0 | mal. 
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intermittent and irregular stoppage 
of the circulation and increased vis- 
cosity of the blood seen in the first 
group of animals was not noted until 
very late in the experiment when 
death was imminent. The most ap- 
parent difference in the two groups 
was in the plasma protein and fibrin- 
ogen concentration. In the dehydrated 
dogs an elevation of these two sub- 
stances was noted with a concomitant 
fall in the plasma electrolytes, while 
in the other group the protein, 
fibrinogen and electrolyte concentra- 
tion usually remained close to the 
control level. 


Abell and Page?7 have reported 
similar observations in the smaller 
blood vessels in burned animals, and 
have emphasized the vasoconstriction 
which could be seen microscopically. 
They believe that this vasoconstric- 
tion and sluggish flow inevitably leads 
to a diminished return of blood to the 
heart and a failure of the peripheral 
circulation unless the force and out- 
put of the heart is greatly augmented. 
- Similar changes but to a lesser de- 
gree were noted by these same work- 
ers in tourniquet shock. 


That the effective viscosity of the 
blood in arterioles is not due to a 
change in the red cell concentration 
or hematocrit has also been stressed 
by Darrow?’, and he states that a 
high red count is not a contraindica- 
tion to whole blood transfusions. 
Since a change does not geatly in- 
crease the burden of the heart, it 
would seem that the clumping of cells 
(sludge) or the vasoconstriction, 
rather than hemoconcentration per se 
is the important factor in the im- 
paired circulation. 


In recent years the use of plasma 
or plasma substitutes has been advo- 
eated rather than the use of whole 
blood. However, recently in the Ar- 
my and in many civilian hospitals 
there is an increasing tendency to em- 
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ploy blood when it can be obtained. 

In certain instances plasma possi- 
bly may be more beneficial, but in the 
types of shock which are most fre- 
quently encountered whole blood is 
still preferable. Cournand, Noble, 
Breed, Lauson, Baldwin, Pinchot, and 
Richards®® have stressed the need for 
hemoglobin, and emphasize the fact 
that blood substitutes will restore the 
failing circulation, but not always 
the failing tissues (anoxia). The fact 
that the oxygen-carrying power is 
greatly improved by whole _ blood 
should be kept in mind. Also, since it 
was demonstrated years ago that an 
anemia occurred following the correc- 
tion of a state of dehydration*! or 
shock3*, whole blood transfusions 
would seem desirable. That anemia 
occurs in the convalescent phase of 
burns and is also a frequent occurence 
following large plasma transfusions 
has been apparent in our studies?*, 
Recently studies which we made on 
three young boys who were playing 
with a 75 millimeter shell when it ex- 
ploded, emphasized this fact. Only 
mild shock occurred because of the 
early institution of therapy, but all 
three patients showed a marked 
anemia a week after their injury, al- 
though in the first twenty-four hours 
they received quantities of blood 
which were almost equivalent to, or 
greater than, their normal estimated 
blood volume. The degree of blood 
loss was quite small in comparison to 
that received. 


Coonse, Foisie, Robertson and Auf- 
ranc*4 noted in an extensive study on 
shock that the respirations usually 
shifted from the thoracic to abdomi- 
nal type, often with associated irreg- 
ularities in the rate and depth. They 
noted that by injecting as little as 
50 cc. of a 5 per cent sodium bicar- 
bonate solution intravenously into se- 
verely shocked animals a marked im- 
provement in the respirations and 
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general condition occurred. It has 
been well demonstrated that an acido- 
sis usually occurs in shocked patients 
and an effort should be made to cor- 
rect this. 

More recently interesting studies 
by Rosenthal35, Fox36, Levine, Hud- 
dlestun, Persky and Soskin 37, Al- 
len38, Warren, Merrill, and Stead?9, 
and Moyer, Iob, Vaughan and Mar- 
ty*#9 have shown that in the treatment 
of shocked animals and patients va- 
rious electrolyte solutions have a 
place in the therapy. That they can 
be employed solely as a form of 
treatment has not been advocated by 
most of the workers, but that they 
should be used in conjunction with 
other forms of therapy seems logical. 


Rosenthal35_ first showed that 
shocked mice (shock produced by the 
prolonged application of a _ tourni- 
quet) given an oral physiologic solu- 
tion of sodium chloride or the same 
solution intraperitoneally survived 
longer than when given plasma intra- 
venously. Levine and his group? 
have more recently shown that dogs 
in which a constant level of hem- 
orrhagic shock was produced, sur- 
vived in higher rates when treated 
with whole blood, plus a sodium bi- 
carbonate-glucose solution than when 
given other forms of therapy. Fox?6 
apparently has successfully treated 
some severely third degree burned pa- 
tients solely by the oral administration 
of sodium lactate, and Moyer and his 
group’? have shown a high survival 
rate in severely burned (third-degree, 
or 80 per cent of body burned) dogs 
treated with the intravenous injec- 
tions of whole blood and the oral ad- 
ministration of a sodium chloride so- 
dium bicarbonate’ solution. Such 
therapy, when administered by the 
latter group, proved much superior 
to intravenous plasma and other 
forms of treatment. 


Allen3® has also shown good results 
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in combating shock by the injection of 
very large amounts of intravenous sa- 


line in dogs. Warren, Merrell, and 
Stead39 in similar experiments which 
showed comparable results have em- 
phasized the fact that the quantity 
and pressure of the extracellular fluid 
compartment is an important factor 
in determining the size of the plasma 
volume. 


In most of the above experiments 
the electrolyte solutions have been 
given orally in large amounts (ap- 
proximately 10 per cent of the body 
weight for the first twenty-four 
hours). The most logical approach 
thus seems to be a combination of 
whole blood intravenously plus the 
oral or intraperitoneal administration 
of a solution which is essentially iso- 
osmotic with plasma and contains 
electrolytes in about the same chem- 
ical make-up as plasma. The advan- 
tage seems definitely to be in the fact 
that with such replacement therapy 
not only will the plasma volume be 
maintained but also the interstitial 
fluid will be normal in amount. 


Some workers‘! have advocated the 
use of concentrated albumin solution. 
While such a solution would appear 
to have beneficial effects (due to the 
high osmotic pressure exerted by al- 
bumin) its greatest value would ap- 
pear to be as temporary treatment 
(on the battlefield or in civilian prac- 
tice because of the ease of adminis- 
tration). The fact that it is effective 
in small amounts, and blood typing is 
unnecessary, makes the ease of such a 
transfusion quite simple and also rap- 
id even under trying circumstances. 


The use of other blood substitutes 
(solutions of pectin, gelatin, gum aca- 
cia, hemoglobin, Ringer’s, bovine plas- 
ma, et cetera, have not shown the 
beneficial effects of blood, plasma or 
the oral electrolyte solutions. There 
have been some favorable reports??, 
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but probably these solutions should 
only be employed when the other 
forms of therapy are not available or 
the state of shock is mild. Their use 
temporarily to restore the blood vol- 
ume while whole blood is being ob- 
tained may be of advantage. 

The use of oxygen and other sup- 
portive therapy*4 is indicated. Ex- 
periments in controlled animals* 
have shown that the use of cold may 
at times be better than heat. It would 
seem that at least until therapy could 
be started, this would be of advan- 
tage. The use of vasoconstrictor 
drugs (adrenalin, neosynephrin, et 
cetera, should largely be reserved for 
th treatment and prevention of neu- 
rogenic shock. In fact, in the other 
forms of shock, with the exception of 
anaphylactoid shock, patients may be 
made worse by the use of such drugs 
(due to the presence of an already ex- 
isting vasoconstriction). 

In conclusion, the treatment of he- 
matogenic, dehydration, vasogenic, 
and homorrhagic shock, in the light 
of our present knowledge, can be 
summarized as follows: 

The best treatment is apparently 
the prompt and adequate institution 
of therapy, so that shock will be min- 
imized and the irreversible phase can 
be avoided. 


- Therapy should consist of: 


1. Restoration of the blood volume. 
(a) Plasma or albumin transfu- 
sion. 
If hemoconcentration is not se- 
vere, whole blood in moderate 
amounts is more desirable (due 
to its increased oxygen-carry- 
ing power and the osmotic ef- 
fect produced by the cells**). 
2. Maintenance of the interstitial flu- 
id volume and kidney function. 
(a) These can probably best be ac- 
complished by supplying a 
physiologic solution of approx- 
imately three parts of sodium 


(b) 
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to one part of sodium bicarbo- 
nate and encouraging the pa- 
tient to drink up to 10 per cent 
of his body weight of such a 
solution in the first day. 

If the oral administration is 
impractical due to nausea or 
vomiting or some abdominal 
disorder (operation, peritoni- 
tis, et cetera, a subcutaneous 
infusion of Hartman’s solution 
(2000-5000) is advisable dur- 
ing the first twenty-four hours. 


3. Nutrition 


(a) Oral glucose or orange juice 
(5 to 20 per cent solution) 
should be given if the patient 
is able to tolerate it. (This 
can be added to the electrolyte 
solution.) During the period 
of shock the intake of food and 
especially protein should not 
be forced. (These conclusions 
were formulated after doing 
metabolic studies on burned pa- 
tients. Also the work of En- 
gel, Harrison, and Long* 
tends to show an elevation of 
the plasma amino acid level 
during shock which substan- 
tiates this view. It would not 
appear wise therefore to over- 
load an already overloaded liv- 
er and kidneys by feeding ad- 
ditional protein.) 


(b) 


The administration of the vi- 
tamin B complex (especially 
thiamin 10-15 milligrams) and 
cevitamic acid (200-400 milli- 
grams) is also desirable. 
During the post-shock period, 
a high caloric (3000-6000 cal- 
ories) and high protein (100- 
150 grams) diet should be giv- 
en. 


(b) 


(c) 


4. General care 
(a) Prevention of infection. 


(b) Excessive heat or cold should 
be avoided. Gross elevations or 
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depressions of body tempera- 
ture should be promptly treat- 
ed. 

Relief of pain with morphine 
and other sedatives is desirable 
but not to the point where res- 
pirations are depressed. 

The administration of oxygen 
is of some advantage especially 
in the severer cases (95 per 
cent oxygen and 5 per cent car- 
bon dioxide. 

Undue trauma and anesthesia 
should be avoided until the 
shock is well controlled. 


(c) 


(d) 


(e) 
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RECENT PHYSIOLOGICAL STUDIES IN SHOCK! 


HAROLD D. GREEN, M.D. 


From the Department of Physiology, 
Western Reserve Medical School, Cleveland, Ohio 


Many clinicians consider that shock 
may be defined as a condition in 
which the patient is stuporous, with 
depressed reflexes and sensations. The 
skin and mucous membranes are cold, 
pale and often moist, the pulse rapid 
and thready, the blood pressure low 
and the pulse pressure small, the su- 
perficial veins collapsed and the res- 
piration rapid, irregular and shallow. 

Shock may be seen in patients after 
a large hemorrhage, either internal or 
external, after loss of considerable 
plasma, as by vomiting or diarrhea, 


Read at the annual meeting of the 
American Association of Nurse An- 
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in phosgene poisoning, and in certain 
types of trauma, and in infectious 
diseases such as pneumonia and in- 
fluenza. The common factor in all 
these seems to be an acute reduction 
in the amount of blood circulated per 
minute. Since in most of these con- 
ditions the principal factor leading to 
the decreased cardiac output is a re- 
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duction in blood volume, we shall con- 
sider first the changes which occur in 
the body economy as a result of sim- 
ple loss of blood by hemorrhage. 


If in man or an anesthetized ex- 
perimental animal one slowly but pro- 
gressively bleeds the subject, at first 
no detectible alterations are seen. Ev- 
idently certain compensatory mech- 
anisms are able to make up for the 
loss of blood initially. Experimental 
studies show that this is accom- 
plished principally by reduction in 
size of the spleen and of other blood 
reservoirs which empty blood into the 
general circulation to replace that 
lost by hemorrhage. These blood 
reservoirs appear to be able to com- 
pensate for a loss of 5 to 15 cc. of 
blood per kilogram of body weight. 

With further loss of blood there oc- 
curs a beginning decline of venous 
pressure in the large arteries leading 
to the heart, because there is now in- 
sufficient blood to fill the circulatory 
system. As a result of this the cardiac 
output and arterial pressure begin to 
decline. The decline in arterial pres- 
sure is at first slight because reflexes 
initiated by the carotid sinus stimu- 
late the heart to beat faster and pro- 
duce a peripheral vascular constric- 
tion, both of which tend to maintain 
the arterial pressure at normal levels. 


As a result of the vasoconstriction 
and decreased cardiac output there is 
decreased blood flow and blood pres- 
sure in the systemic capillaries which 
lead to resorption of fluid from the 
tissue spaces into the blood stream. 
This mechanism serves to restore in 
part the loss of blood volume and is 
at the same time the factor which 
causes the hemodilution seen during 
and following hemorrhage. This 
mechanism may make possible the 
loss of an additional 10 to 20 cc. of 
blood per kilogram of body weight be- 
fore serious symptoms of blood loss 
appear. 
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With continuing additional hemor- 
rhage the compensatory mechanisms 
will reach their maximum, and there- 
after the venous pressure, cardiac 
output and arterial pressure will rap- 
idly decline. Accompanying the fall 
of arterial pressure there occurs a 
progressive decline in the utilization 
of oxygen by the body indicating be- 
ginning starvation for oxygen. These 
changes will be evident when 30 to 50 
or 60 cc. of blood per kilogram of 
body weight have been lost. 


When the arterial pressure and 
oxygen consumption have fallen to 
low levels the complete picture of 
clinical shock will be seen. Thus 
there is the rapid heart rate and low 
arterial blood pressure already de- 
scribed. The pulse is thready and 
the pulse pressure narrow because 
with the rapid heart rate and low 
venous pressure the heart does not 
completely fill during diastole and 
therefore ejects only a small quantity 
of blood per beat. The coldness and 
pallor of the skin, indicative of in- 
tense vascular constriction, and the 
sweating often seen in man, are 
caused by the heightened activity of 
the sympathetic nervous system re- 
flexly induced by the low arterial 
pressure. It might be considered that 
the stupor and decreased reflexes seen 
in shock are due to some toxic factor, 
yet even these can be and probably 
are due to the effects of the decreased 
blood flow in the brain resulting from 
the failure of the heart to circulate 
an adequate quantity of blood. 


We may well ask whether, if these 
phenomena are all due to removal of 
blood, they can be reverted back to 
normal by restoration of the with- 
drawn blood. This has been studied 
by a number of investigators. If 
the blood is reinjected within a few 
minutes after hemorrhage, then even 
if the arterial pressure has fallen to 
levels of 30 to 50 mm. Hg. during the 
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hemorrhage, the circulation may be 
apparently restored to normal. This 
is only an apparently complete res- 
toration, however. Even with imme- 
diate restoration of the withdrawn 
blood, it will be found that a smaller 
quantity of blood can be removed at 
a second hemorrhage than was re- 
moved in the first hemorrhage before 
the arterial pressure drops to dan- 
gerous levels, thus indicating that 
some damage to the compensatory 
mechanisms has occurred with even a 
brief period of hypotension.! 

If a hypotension of 50 to 70 mm 
Hg has existed for thirty minutes or 
longer, considerably more blood may 
have to be reinjected than was lost 
from the circulation, and even then 
the arterial pressure may tend to 
drop again when the transfusion is 
stopped. 

With still lower arterial pressures, 
and especially with more prolonged 
periods of hypotension, no amount of 
blood may serve to restore the arteri- 
al pressure, and even if restored the 
arterial pressure may progressively 
decline, and death ensue within a 
few hours after stopping the trans- 
fusion.? 

Evidently with hypotension there 
develops a progressive deterioration 
of the curculatory machinery such 
that, even when the blood volume is 
temporarily restored, the circulation 
progressively fails, and this failure in 
itself will lead to further damage to 
the vascular machinery. We speak 
of this progressive failure of the cir- 
culation as the vicious cycle.? Physio- 
logically we are inclined to consider 
that true shock is present when the 
vicious cycle has begun, i. e., when 
hypotension has been present long 
enough that recovery is difficult or 
impossible to achieve with transfu- 
sions, whereas, when the circulation 
is readily restored by reinfusing a 
quantity of blood equal to that lost we 
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consider that a state of simple hypo- 
tension has existed. It must be con- 
fessed, however, that as yet no clear- 
cut signs have been discovered which 
would indicate when the subject has 
passed from the stage of hypotension 
into the stage of true chock.* 


It is probable that the damage to 
the circulation results primarily from 
the tissue anoxia, as indicated by the 
reduced oxygen consumption during 
the hypotension. This could result in 
damage to the myocardium and ner- 
vous system so that the heart and 
respiratory machinery would be un- 
able to perform their normal functions 
upon restoration of the circulating 
blood volume. In addition, the anoxia 
may so damage the tissues and par- 
ticularly the capillaries throughout 
the body that the reinfused blood and 
particularly the plasma simply leaves 
the circulation and enters the tissues 
as interstitial fluid. Evidence that 
this may occur is seen in the edema 
which may occur in a leg when the 
circulation is restored after a few 
hours of ischemia. 


Whether or not trauma can con- 
tribute to shock by mechanisms other 
than fluid loss remains a moot ques- 
tion. This has been studied by many 
investigators who have arrived at a 
variety of conclusions. In our lab- 
oratory we devised a method of trau- 
ma which consistently produced a 
shock-like course leading to death.s 
This consists in applying a strong 
compression to the hind limbs of an- 
esthetized dogs for a period of six 
hours. Upon release of the compres- 
sion the arterial pressure begins +o 
decline, the heart rate speeds, hemo- 
concentration occurs and the animals 
die in from two to fourteen hours. 
Since, in all of the animals that died 
as a result of this form of trauma, 
the edema which developed in the 
traumatized legs was less than the 
quantity of blood which would have to 
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be removed in order to cause death, it 
seemed possible that either reflexes 
induced by afferent nerve impulses 
from the traumatized legs or toxic 
products absorbed by the blood from 
the compressed ischemic muscle might 
have contributed to the decline in ar- 
terial pressure and death. We have 
investigated the former by sectioning 
the nerves to the legs and by creating 
spinal transections prior to trauma- 
tizing the legs. In neither case did 
we observe any influence of the nerve 
block so produced upon the course of 
the shock following release of the 
compression of the hind legs. It 
seems probable, therefore, that affer- 
ent nerve impulses played but little 
part in this form of traumatic shock. 
This is in agreement with the recent 
work of Phemister et al,6 but is not 
supported by the studies of Swingle 
and his group7 on the shock which fol- 
lows traumatization of an extremity 
of an anesthetized animal by repeated 
blows with a padded mallet. 


In view of the above, we next in- 
vestigated the possible operation of a 
toxic factor released from the com- 
pressed muscle. In these experiments 
we cross-transfused blood between a 
dog whose hind legs were traumatized 
by ischemic compression and a normal 
test dog in such a manner that each 
dog would receive back exactly as 
much blood as he gave to the other 
dog. The crosstransfusion was car- 
ried out continuously at a rate equal 
t6é about one-seventh the cardiac out- 
put and the crosstransfusion was con- 
tinued until the traumatized dog died. 
In different experiments we collected 
blood from the carotid artery, from 
the inferior vena cava or from the fe- 
moral veins of the traumatized dog 
for exchange with the test dog. De- 
spite the fact that the quantity of 
blood exchanged usually equaled one 
or more times the weight of the trau- 
matized dog, none of the test dogs 
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showed any decline in arterial pres- 
sure or died, whereas all of the trau- 
matized dogs died within two to six 
hours after restoration of the circu- 
lation to their compressed legs.«s 


It appears evident from these stud- 
ies that there is no substance released 
from traumatized tissue which in it- 
self is capable of causing a serious 
decline of arterial pressure or death. 
On the other hand, it is true that in 
the traumatized animals there was a 
rapid reduction of urine output fol- 
lowing restoration of the circulation 
to the compressed legs, indicating a 
diminished renal function, and this 
factor may have rendered the trau- 
matized dogs susceptible to quantities 
of the hypothetical toxic substance, 
which would have been without effect 
upon the test dogs whose renal func- 
tion was presumably undisturbed. This 


possibility is now under investiga- 
tion. 
Thus neither nervous nor toxic 


factors alone serve to explain the de- 
clining arterial pressure and death in 
these traumatized animals. It is ap- 
parent that the principal initiating 
factor in this form of traumatic 
shock must have been the local edema 
in the traumatized dogs. The trau- 
matized legs contained practically no 
extravasated blood but did contain 
considerable quantities of edema 
which appeared to be composed large- 
ly of plasma. Since the volume of - 
this edema was significantly less than 
the volume of blood which must be 
removed to cause death by hemor- 
rhage, it appears that the body tol- 
erates less well loss of a given quan- 
tity of plasma than of whole blood. It 
is probable that the loss of this quan- 
tity of plasma led to death by causing 
ultimately a progressive deterioration 
of the circulation such as was de- 
scribed above following simple hem- 
orrhage. 





Before closing, one other point de- 
serves mention. In the course of the 
studies on the ischemic compression 
shock, one experiment was performed 
on a day when the temperature in the 
laboratory was quite low. This dog 
survived, whereas all others had died. 
We therefore began an investigation 
of the effects of low environmental 
temperatures on the outcome of this 
type of shock. In this study a series 
of traumatized dogs were kept in 
rooms at temperatures of about 50° F. 
These dogs all survived more than 
twenty-two hours and many lived in- 
definitely, whereas all the trauma- 
tized dogs kept at normal room tem- 
peratures died within one to nineteen 
hours. Since the amount of edema in 
the traumatized legs was the same in 
the dogs that survived and in those 
that died, it is apparent that the ben- 
eficial effect of the low environmental 
temperature was not due to diminish- 
ing the fluid lost at the site of the 
trauma.9 


Registration of the rectal tempera- 
ture of the dogs dying of.this 10rm 
of shock while at normal room tem- 
perature indicated that the body tem- 
perature usually rose steadily until 
death, indicating a failure of the tem- 
perature regulating mechanism in the 
presence of inadequate circulation. 
On the other hand, the body tempera- 
ture of the dogs that survived at low 
environmental temperatures usually 
remained normal or declined slightly. 
Body metabolism is_ considerably 
raised by slight elevations of body 
temperature, and conversely lowered 
when the body temperature falls, pro- 
vided that shivering does not occur. 
It is apparent, therefore, that one 
beneficial effect of the low environ- 
mental temperature may have been to 
keep the metabolic demands of the 
body within the limits of the de- 
pressed circulation. As a result, on- 
set of the vicious cycle may have been 
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prevented. Also it is possible that the 
cool environment may have facilitated 
the compensatory cutaneous vascular 
constriction. 


While I do not propose to discuss 
the therapy of shock, it is possible to 
summarize this paper by presenting a 
few therapeutic implications. 1. Be- 
cause of the deteriorating effects of 
even a short period of hypotension up- 
on the circulation itself, it would ap- 
pear to be better to give fluid, pref- 
erably blood or plasma, during an op- 
eration, even though it be continuous- 
ly lost by unavoidable hemorrhage, 
than to allow the blood pressure to de- 
cline to dangerous levels during the 
operation and then attempt to restore 
the fluid loss after completion of the 
operation. 2. The quantity of blood 
and particularly the quantity of plas- 
ma which need be lost to induce a 
progressive decline of the arterial 
pressure and death may be quite 
small, in our experiments amounting 
to only 15 to 35 ec. of plasma per kilo- 
gram of body weight. 3. It seems 
possible if not probable that cool en- 
vironmental temperatures, especially 
if not carried too far, may provide a 
better chance of recovery from shock 
than a normal or warm environment, 
especially when the subject is under 
anesthesia, and therefore capable of 
having his body temperature and 
body metabolism significantly modi- 
fied by the environmental tempera- 
ture. 
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TRENDS IN HEALTH LEGISLATION 


C. RUFUS ROREM, Ph.D., C.P.A. 
Director Hospital Service Plan Commission, 
American Hospital Association, 

18 E. Division St., Chicago, Illinois 


Some of the existing and proposed 
legislation covering health service has 
grown directly out of military neces- 
sity and war-time production. These 
problems will appear in reverse form 
when peace-time activity becomes the 
normal pattern for national and in- 
dividual life. But other legislation 
has been a natural development 
arising with the increase of special- 
ization of health service and the re- 
liance upon extensive publicly pro- 
vided plants and equipment. 


In considering legislation, the mem- 
bers of this association are concerned 
first of all in the health of the Amer- 
ican people, and secondly, with the 
prerogatives of the profession. The 
interests of nurse anesthetists, as pro- 
fessional people, are similar to those 
of the physicians and surgeons who 
guide the nurse anesthetists’ activi- 
ties and the hospitals in which most 
nurse anesthesia service is performed. 

Federal legislation for the finan- 
cing of physical facilities of hospitals 
and clinics was initiated under the 
so-called “Lanham Act” during the 
early days of pre-war mobilization 
and production. This bill provides 
for use of Federal funds to provide 
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necessary community facilities, in- 
cluding hospitals and clinics, in areas 
where special shifts of population 
have made existing facilities inade- 
quate. The act is administered by 
the United States Public Health Ser- 
vices, and grants are being made 
daily for the provision of facilities, 
particularly in war production areas 
and, to a lesser extent, in rural com- 
munities. 

An important piece of legislation 
connected with the families of mem- 
bers of the armed forces has been put 
into effect recently, namely, the 
Emergency Maternity and Infant 
Care program administered by the 
United States Children’s Bureau, un- 
der which maternity care for the 
wives of enlisted men and services for 
infants under one year of age are pro- 
vided at the expense of the United 
States Government. Under this law 
several million dollars are being ex- 
pended each month. 


The widely publicized “G. I. Bill” 
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for veterans provides all necessary 
hospitalization for service-connected 
conditions in veterans’ facilities or in 
private hospitals (depending on cir- 
cumstances); also services to mem- 
bers of the armed forces for non-ser- 
vice connected conditions in a _ vet- 
erans’ facility, provided that beds are 
available and that the veteran asserts 
his inability to obtain necessary care 
from his private resources. 


A special item of proposed legisla- 
tion, separate from the exigencies of 
war-time activities, is the recommen- 
dation by Representative Coffee of 
Washington to make health service 
available for all recipients of public 
assistance for whom grants in aid by 
the Federal Government are provided 
under the existing Social Security 
Act. One of the inconsistencies of 
present social security legislation is 
the fact that the public assistance 
“categories” (the aged, the blind, de- 
pendent children, and those on general 
relief) must receive all their benefits 
in “cash.” Beneficiaries of public as- 
sistance must prove their need for 
free medical care in each instance 
when care is requested or required. 

Legislation is necessary to permit 
matching by Federal funds for state 
grants for systematic medical care 
rather than mere cash reimburse- 
ments to public beneficiaries for 
health services obtained from private 
practitioners or institutions. The 
principle expressed in the Coffee Bill 
has been approved by the American 
Hospital Association, the American 
Public Welfare Association, and many 
leaders of the medical profession. It 
has also been incorporated in more 
general legislation, including the 
“Wagner Bill” which is the main sub- 
ject for discussion in the remainder 
of this paper. 

The most comprehensive and most 
widely discussed piece of legislation 
involving health service for the 
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American people is Senate Bill 1161 
and House Resolution 2861, a ninety- 
page document known as the Wagner- 


Murray-Dingell Bill. There appears 
to be very little probability of its pas- 
sage by the present congress, and 
most observers hold the opinion that 
public hearings will not be held dur- 
ing the remaining few months of the 
year 1944. 

The purpose of the Wagner Bill is 
to bring about a complete social se- 
curity program for the American peo- 
ple, which will cover all periods of 
non-employment, namely: childhood 
and youth, age and permanent dis- 
ability, accident and sickness, and 
failure to obtain a job. 

The main provisions of the Wagner 
Bill are as follows: 


1. A national system of public em- 
ployment offices. 

2. A Federal unemployment insur- 
ance system. 

3. Extension of social insurance pro- 
visions to self-employed workers, 
farmers, domestic servants, em- 
ployees of non-profit institutions, 
et cetera. 

4. Continued coverage of social in- 
surance without contribution for 
members of the armed forces. 

5. Permanent disability insurance 
and lump sum death benefits. 

6. Greater old age and survivor in- 
surance benefits. 


= 


Temporary disability insurance 


and maternity benefits. 
8. Medical care and hospitalization. 


9. Grants in aid to states for needy 
individuals, as well as for depen- 
dent children, the aged and the 
blind, with the definition of pub- 
lic assistance broadened to in- 
clude medical and rehabilitation 
services. 


It is estimated that the total social 
insurance contributions to cover the 
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old age, unemployment, disability, and 
medical care and hospitalization ben- 
efits would be 12 per cent of wages up 
to $3000 per year, 6 per cent paid by 
the employer and 6 per cent paid by 
the employee. The _ self-employed 
would pay 7 per cent, but would not 
share in the unemployment and tem- 
porary disability benefits. The term 
“wages” is defined broadly to mean 
all remuneration for employment, in- 
cluding salaries, commissions, and 
market value of exchanged services. 


Under Title IX of the bill, every 
individual currently insured would be 
entitled to general medical, special 
medical, laboratory, and hospital ben- 
efits. The technical and professional 
aspects would be administered by the 
Surgeon General of the United States 
Public Health Service and the finan- 
cial payment and social insurance re- 


lationships by the secial security 
board. It is estimated that the med- 
ical and _ hospitalization benefits 


would cost 3 per cent of the wages on 
which the contributions are based. 


The provisions of the bill state that 
any legally qualified physician may 
participate, that individuals may se- 
lect any physician for general ser- 
vices, and that specialists will be des- 
ignated by the Surgeon General in 
accord with professional advice. The 
basis of payment to practitioners may 
be (a) fee for service; (b) per capita 
basis (for general practitioners 
only); (c) salary, full or part time; 
(d) per session; (e) combination of 
the foregoing. 

As to hospitalization, the bill pro- 
poses that there be a maximum of 
thirty days’ benefit per year for each 
insured worker and/or each depen- 
dent, in a participating hospital, on 
the advice of a legally qualified physi- 
cian. Participating hospitals would 
be accredited by the Surgeon General, 
and a list of such hospitals would be 
published. There is provision for 
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a national advisory medical and hos- 
pital council of which the Surgeon 
General would be chairman. Other 
members would be appointed by the 
chairman from panels of names sub- 
mitted by agencies and organizations 
concerned with, or informed on, med- 
ical, hospital, and related benefits. 


Hospitals, physicians and civic 
leaders concerned with the provision 
of health service have emphasized the 
importance of avoiding compulsory 
programs in the distribution of health 
service. Accordingly Blue Cross Plans 
for hospital care, and prepayment 
medical plans under the jurisdiction 
of physicians, are offered to the peo- 
ple as an alternative to a compulsory 
program. 


At the annual meeting of the Amer- 
ican Hospital Association, 1943, the 
House of Delegates went on record as 
favoring the full development of vol- 
untary programs before resorting to 
compulsory nation-wide health insur- 
ance. Among the recommendations 
of the House of Delegates were (1) 
Federal grants in aid for the exten- 
sion of hospitals in areas requiring 
additional facilities; (2) Federal 
grants in aid to states for the care of 
the public assistance beneficiaries and 
the medically indigent members of 
the population; (3) extension of pres- 
ent benefits to groups now excluded 
from the old age and survivors’ insur- 
ance; (4) payroll deduction for Fed- 
eral employees for voluntary medical 
and hospital protection, as an exam- 
ple to state and political subdivisions 
as well as private industry in the de- 
velopment of voluntary methods of 
assuring proper health service. 

American hospitals are the best in 
the world and the ratio of beds is 
higher than in any other country. 
But the existence of adequate facili- 
ties does not mean that everyone re- 
ceives good hospital care any more 
than a number of well stocked gro- 
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cery stores means that everyone re- 
ceives the proper food. The uncer- 
tainty of sickness costs creates an ec- 
onomic barrier between health facili- 
ties and their proper utilization. This 
uncertainty can be removed by group 
prepayment such as the Blue Cross 
and medical plan offer. It is the 
privilege and responsibility of hospi- 
tals and the professions to offer their 
services on a convenient basis with- 
out government compulsion if a na- 
tional program is to be made unneces- 
sary. 

In testimony before the United 
States Senate Sub-Committee on 
Health and Welfare, the author men- 
tioned that “both the friends and crit- 
ics of the voluntary movement say 
that the Blue Cross Plans, with their 
total of 16,000,000 participants, have 
not gone far enough. They argue that 
the voluntary action of 12 per cent 
should become the compulsory action 
of the entire population.” 

Health service is extremely per- 





sonal and the best results are ob- 
tained when the patients cooperate 
actively in a program of prevention 
and treatment including the payment 


of the costs. A voluntary community 
program such as the Blue Cross Plan 
involves a certain amount of disci- 
pline of the worker, the hospital and 
the physician. But such discipline is 
consistent with the American spirit 
and dignifies both the individual and 
the objective. 

The Blue Cross Plans and volun- 
tary prepayment plans for medical 
care offer a significant benefit to the 
American people. They are a form 
of public service, but they accomplish 
their end without compulsion. They 
are unique in the history of America 
and a departure from trends in the 
production and distribution of health 
service in other countries. Wider ap- 
plication of their principles would go 
far toward distributing adequate 
health service to the American peo- 
ple. 





PULMONARY VENTILATION IN OPEN 
PNEUMOTHORAX SURGERY 


FREDERICK R. MAUTZ, M.D. 


Assistant Professor of Surgery 
Western Reserve University, Cleveland, Ohio 


The respiratory mechanism of the 
body has proved itself to be an ex- 
tremely dependable mechanism even 
under most adverse conditions. In 
spite of the use of respiratory depres- 
sant drugs, and of mechanical inter- 
ference with breathing such as ob- 
struction of the air ways, unfavor- 
able positions on the operating table, 
and the production of anoxia and as- 
phyxia from other causes, the respi- 
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| Read at the annual meeting of the 
| American Association of Nurse An- 
| esthetists held in Cleveland, Ohio, 
| October 2-5, 1944. 


ratory mechanism is almost always 
able to keep going to a sufficient de- 
gree to “get the patient by” many a 
critical spot in the operating room. 
As the second century of modern sur- 
gical anesthesia begins, however, at- 
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tention is being increasingly directed 
toward minimizing physiological de- 
viations from the normal during the 
preoperative, operative, and postoper- 
ative periods. It is the function of 
the operating room team to be intent- 
ly alert to this problem, so as to give 
the surgeon as much time as he 
needs to carefully work out some of 
the technical details of the more diffi- 
cult surgical problems. It seems prob- 
able that this attitude has been re- 
sponsible for the striking improve- 
ment in the results of many major 
surgical procedures. One of the most 
clear-cut examples of this is seen in 
the field of gastric surgery. Here 
technical details of stomach opera- 
tions were well worked out years ago 
but the striking improvement in re- 
sults has occurred within just the 
past four years. 


The technical aspects of thoracic 
surgery did not develop until a great 
deal of serious thought had been giv- 
en to the problem of maintaining ade- 
quate pulmonary ventilation in the 
presence of a large opening in the 
chest wall. It was long known by 
the physician that a large opening in 
the chest wall proves fatal much more 
rapidly than a wound of similar size 
in the abdominal wall. When the pleu- 
ral space on one side is widely opened 
to the atmosphere, the normal fluctuat- 
ing negative pressure is replaced by 
the constant pressure of the atmos- 
phere, and, if there are no adhesions 
between visceral and parietal pleura, 
the lung rapidly collapses to approxi- 
mately one-third of its original size. 
As a result of the pulmonary collapse 
there is immediate vigorous reflex 
stimulation of the respiratory effort 
via the vagus nerve. In the absence 
of air way obstruction there is very 
little volume change in the collapsed 
lung, but the increased respiratory 
effort causes increased volume change 
on the intact side which, under condi- 
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tions approaching the basal metabolic 
state, is entirely adequate to compen- 
sate for the decreased function of the 
collapsed lung for short periods of 
time. This compensation is possible 
by sacrificing some of the patient’s re- 
serve breathing capacity. If there is 
not sufficient reserve breathing ca- 
pacity fatal asphyxia will inevitably 
supervene. 


It should be noted that the added 
work of the increased respiratory ef- 
fort will automatically increase the 
metabolic rate, and thus further en- 
croach upon the patient’s reserve 
breathing capacity. Drug and anes- 
thetic agents that depress the respi- 
ratory center also may drastically 
reduce the patient’s reserve breath- 
ing capacity. One gets the im- 
pression that the opening of the free 
pleural cavity was not a very popular 
procedure as long as open methods of 
anesthesia were in vogue in spite of 
the elaborate pressure chambers of 
Sauerbruch and Willy Meyer. Von 
Mikulicz apparently was the first sur- 
geon to suggest the use of a tight fit- 
ting face mask for the administration 
of positive pressure anesthesia. This 
was an important advance and, 
coupled with the carbon dioxide ab- 
sorption technique and improved an- 
esthesia machines, really opened the 
field of thoracic surgery. 


One gets the impression, however, 
that there have been quite a few oper- 
ating room fatalities even with this 
new positive pressure technique. Let 
us consider the mechanics of the so- 
called constant flow positive pressure 
anesthesia. If oxygen is adminis- 
tered at a rate such that the breath- 
ing bag is kept taut, some positive 
pressure will be maintained in the 
system throughout the respiratory 
cycle. The pressure will be lowest at 
the end of inspiration and greatest at 
the end of expiration. Since the par- 
tially collapsed lung surrounded by 
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atmospheric air responds only to 
changes of intrapulmonary pressure, 
this lung increases in volume during 
expiration and decreases in volume 
during inspiration. This is equiva- 
lent to an increase of the dead space. 
It may be compensated by the reflex 
stimulation of the partial collapse. 
However, with positive intrapulmo- 
nary pressure and the partial re- 
expansion of the collapsed lung, the 
reflex stimulation is withdrawn and 
may be replaced by a reflex inhibition 
of breathing, leading to a further de- 
crease in pulmonary ventilation. 


The advantage of this constant flow 
positive pressure anesthesia can read- 
ily be demonstrated in the presence of 
a large bilateral pneumothorax. The 
best examples of this are provided in 
animal experiments with the dog, in 
which animal there is a common pleu- 
ral cavity. It is seen that without 
positive pressure anesthesia a large 
open pneumothorax is invariably and 
rapidly fatal, in the absence of pleu- 
ral adhesions. With the constant 
flow type of positive pressure anes- 
thesia the animals can be maintained 
from three to four hours, but they 
then show marked signs of surgical 
shock and generally expire abruptly. 
The interval of time between the on- 
set of unfavorable signs and death is 
rather short. It reminds one of the 
well-known postmortem statement — 
“The patient’s color, pulse, and blood 
pressure were fairly good and every- 
thing seemed to be going all right 
when suddenly the patient went bad 
and could not be revived.” Moyer 
recently studied some physiological 
aspects of experimental pneumo- 
thorax and reached an identical con- 
clusion which emphasized particular- 
ly the dangers of the respiratory de- 
pression produced by intravenous an- 
esthetic agents. 


C. H. Lenhart of Cleveland in 1918 
was one of the first to demonstrate 
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the chemical disturbances associated 
with respiratory insufficiency of open 
pneumothorax. The first chemical 
change following pneumothorax was 
shown to be a gradual accumula- 
tion of carbon dioxide in the body, 
with a later fall in oxygen satura- 
tion of the blood. Van Slyke has 
shown that concomitant with car- 
bon dioxide retention there is a shift 
of extracellular body water into the 
cell. This factor produces hemocon- 
centration. It should also be pointed 
out that large amounts of water can 
be lost by evaporation from the ex- 
posed pleural surfaces, also leading 
to hemoconcentration and _ reduced 
body temperature. The latter factor 
is favorable in the light of newer 
studies on shock. 


Thus, the patient with reduced 
breathing capacity due to disease, 
premedication, and anesthetic agents 
may show varying degrees of respira- 
tory insufficiency even with constant 
flow positive pressure. Clarence Cra- 
foord of Stockholm, Sweden, has re- 
ported careful clinical studies to cor- 
roborate these findings in the clinical 
thoracic surgery. Anesthetists pe- 
riodically deny that this could happen 
in their own cases, but as far as I 
know there has been no published 
data to support such claims. 


Obviously the correction of any de- 
gree of pulmonary insufficiency in 
open pneumothorax due to failure of 
the normal respiratory mechanism of 
the body is exceedingly simple. It 
can be accomplished by intermittently 
compressing the breathing bag and 
artificially ventilating the alveoli. 
This can be done by hand or mechani- 
cally. One can easily hyperventilate 
the patient by this method. If hyper- 
ventilation is carried out to the point 
where the alveolar carbon dioxide is 
lowered by 0.25 per cent, apnea is 
produced, with complete cessation of 
respiratory effort of the patient, and 
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pulmonary ventilation is carried out 
by controlled breathing. If excessive 
hyperventilation is continued, a very 
marked hypocapnia may be produced. 
Such a degree of hyperventilation is 
unnecessary and may be harmful, 
since it causes excessive depression of 
the respiratory center and possibly of 
other important nerve centers. In 
some patients there may be a marked 
fall in blood pressure without accel- 
eration of the pulse if excessive hypo- 
capnia is produced. The blood p@es- 
sure rapidly returns to normal levels 
when carbon dioxide is again allowed 
to accumulate in the subject. 


I shall discuss briefly our experi- 
ences with controlled breathing. It 
has been used in pulmonary lobecto- 
my, pneumonectomy, pericardiectomy, 
the repair of diaphragmatic hernia, 
ligation of the patent ductus arteri- 
osus, and resection of the thoracic 
esophagus. We have used both me- 
chanical and manual methods. The 
mechanical method has proved re- 
liable and precise, but it requires the 
keenest of physiologic observation 
on the part of the anesthetist in order 
to regulate correctly the degree of 
pulmonary ventilation and at the 
same time maintain an even plane of 
anesthesia. When the pleura is first 
widely opened it is necessary for the 
surgeon and the anesthetist to co- 
operate in establishing controlled 
breathing. It generally requires about 
five to ten minutes to hyperventilate 
the patient sufficiently to reduce res- 
piratory movements to a minimum. 
No attempt should be made to stop 
completely all respiratory movements, 
since this means excessive depression 
of the respiratory center. In this 
state of apnea the operative field re- 
mains quiet for the surgeon and the 
procedure is restful to the patient. 
Lowered carbon dioxide tension ap- 
pears to facilitate the action of anes- 
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thetic agents. Patients who must 
breathe by their own efforts during 
open pneumothorax generally per- 
spire profusely during the procedure. 
Patients carried on controlled respi- 
ration do not perspire aid have a dry 
skin even after four io five hours of 
anesthesia. Their oxygen require- 
ment is reduced to a minimum. Re- 
flex effects on respiration of rib re- 
tractors and intrathoracic manipula- 
tion can be ignored. The quietness cf 
the lungs reduces the chance of spil- 
lage of bronchial secretions from one 
part of the lungs to another. Ex- 
change of room air through the pleu- 
ral opening is reduc2d to a minimum. 
The patients show very little fatigue 
and postoperative shock. It is not to 
be denied that blood and fluid replace- 
ment are most important in the pre- 
vention of surgical shock. 

Esophagectomy is perhaps’ the 
crowning achievement of thoracic 
surgery to date. The success of this 
procedure depends upon: (1) preop- 
erative correction of malnutrition and 
hypoproteinemia by jejunostomy and 
preliminary feeding, (2) controlled 
pulmonary ventilation for a long 
transpleural procedure, and (3) con- 
trol of postoperative infection by sul- 
fa drugs and penicillin. Using this 
regime, it has been possible in the 
past year for us to do three consecu- 
tive esophageal resections with uni- 
formly smooth postoperative recov- 
ery. Our series is not large enough 
to draw any sweeping conclusions, but 
we feel that mortality rates of 30 to 
50 per cent for esophagectomy re- 
ported by others can be lowered. 

After several years of careful trial 
of controlled breathing it appears to 
have definite advantages in certain 
open pneumothorax procedures. It is 
not to be advocated for other types of 
operations except in the presence of 
respiratory failure. 
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TWELFTH ANNUAL MEETING 


REPORTS OF OFFICERS AND COMMITTEES 


ACTING PRESIDENT 


“Management has been defined as 
the art and science of organizing, pre- 
paring and directing human effort as 
applied to contro! forces and utilize 
material for the benefit of man.” The 
Board of Trustees elected by the 
members of this Association acts in 
the capacity of management, so their 
efforts in preparing, directing and 
utilizing material are given in this 
report for your consideration. 

The objects of this Association are: 
to advance the science and art of an- 
esthesiology, to develop educational 
standards, to facilitate cooperation 
between nurse anesthetists, hospitals 
and the medical profession, to pub- 
lish bulletins, to maintain a central 
office for information and reference 
and to promulgate an educational pro- 
gram. These objectives do not change 
and should be constantly kept in 
mind. 

A quorum was not present at the HAZEL BLANCHARD. President 
eleventh annual meeting which was 
held in Buffalo last year. Therefore, no actions were taken to promote the 
cbjectives of this Association. 

Miss Appel submitted her resignation at the Post-convention Board meet- 
ing to take effect on October 1, 1943. Miss Pinsoneault was in charge of the 
office until she resigned on February 1, 1944. 

Your president, Mrs. McDonald, was ill and incapacitated to the extent 
that she was unable to carry on the duties of her office. In kindness to Mrs. 
McDonald the Board of Trustees, at a meeting held in Cleveland, January 
30, 1944, suggested to her that the Vice President take over her duties until 
such time as she could again assume the responsibilities of her office. At this 
Board meeting four applicants, Agnes McCann, Anne Campbell, Irene Klein 
and Ruth Corliss were interviewed for the position of Executive Secretary. 
It was voted by the Board to appoint Miss Anne Campbell, with whom many 
of you are already acquainted. 

On June 3 an Executive Committee meeting was held in Cleveland. The 
recommendations submitted by this Committee were approved by the Board 
of Trustees at a meeting held in New York City, June 25 and 26, 1944. The 
actions taken are as follows. It was voted to increase Mrs. Peck’s remunera- 
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tion as Assistant to the Treasurer. Mrs. Peck was certainly deserving of 
this consideration for the faithful and untiring service she has rendered 
for so many years. The Treasurer was instructed to draft a contract form 
for employees, was authorized to purchase six $1,000 War Bonds and to pre- 
pare a budget for presentation to the members under which the Association 
would operate in the future. 

Committee appointments, including a Post War Planning Committee, 
were approved by the Board, and the Chairman of the Examination Program 
was authorized to consult with your Hospital Association Adviser on secur- 
ing contacts in Washington to whom problems could be taken concerning the 
nurse anesthetists in the armed forces. 

At the Post-convention Board meeting in 1943, Miss Lamb and Mrs. 
Fife were appointed to serve as a special committee to collaborate with the 
U. S. Public Health Service in Washington on application forms for schools 
desiring grants for students under the Bolton Act. This study was pre- 
sented and approved by the Board. 

The need for an informative leaflet for distribution to vrospective stu- 
dents, hospitals and allied organizations making inquiries concerning qual- 
ifications for admission to schools of anesthesiology was discussed. The 
Chairman of the Education Committee and the Executive Secretary were 
authorized to prepare the necessary material. The result of this endeavor 
you probably have all seen by this time. Your comments and criticisms are 
solicited. Words of praise are due the persons responsible for what it is 
hoped you will consider an adjunct to the work of your organization. 


The Chairman of the Educational Committee was instructed to prepare 
a set of minimum standards which could be issued to the numerous hospitals 
requesting information concerning the establishing of schools of anesthesi- 
ology. This project will be completed in a very short time. 

An organization known as the National Wartime Conference invited this 
Association to participate in its activities. Upon advice the Board of Trus- 
tees decided to decline this invitation. 

The Chairman of the Publishing Committee suggested that the publica- 
tion of “The Bulletin” be transferred to the Fixecutive Office in Chicago. 
Since this transfer and the probable adoption of the examination program 
would further increase the work handled at this office, the need of additional 
personnel and office space was taken into consideration. The transfer of 
the work of publishing “The Bulletin” in Chicago is a beginning in central- 
izing all Association activities. With due consideration to the Association 
and the long years of service by your Treasurer, the Board went on record 
as being in favor of transferring this one remaining activity to the Execu- 
tive Office in Chicago. 

Your Chairman was instructed to send a letter to all Chairmen of Com- 
mittees urging their attendance at the Annual Meeting, for they are the per- 
sons who investigate problems, supervise activities and develop new leaders 
through participation in Association activities. Plans were made in the in- 
terests of public relations, the program and convention arrangements. It is 
hoped they have materialized to your satisfaction. 

The list of schools compiled by this Association giving courses in anes- 
thesiology has been a source of trouble since the survey was conducted. For 
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this reason it was voted to send a new questionnaire, which was compiled by 
the Chairman of the Educational Committee and the Executive Secretary. 
These questionnaires are now being tabulated as they are returned and 
should reveal valuable information. 


The examination program and revision of the By-Laws so ably formu- 
lated by the Chairman of the Examination Committee have been given a 
great deal of study by your Board. It is the feeling of this body that their 
adoption by you at this time will be a long step in the future security of the 
Association. 

The resignation of your President, Mrs. McDonald, was received on 
June 23 and accepted with regret by the Board of Trustees. Mrs. Fife sub- 
mitted her resignation on June 19 from the responsibility of all committee 
work to take effect following the Annual Meeting. It seemed only fair to 
concede to the wishes of two of the most loyal, hard working members that 
this Association has had since its origin. The time must come for all to 
relinquish some of their duties, but many persons will be needed to do the 
work that they have done these many years. We must prove that the organ- 
ization they have helped to build is worthy of their efforts. 

It was authorized by the Board that all Committees should meet once a 
year at the expense of the Association. Other committee meetings deemed 
necessary could be held at the discretion of the Chairman of the Board of 
Trustees, the results of such meetings to be published in “The Bulletin.” 

Miss Beatrice Thorpe, who has been employed as stenographer at the 
Executive Office, resigned August 19 to join the Women’s Auxiliary Volunteer 
Emergency Service. Her patriotic spirit is most commendable. This posi- 
tion was filled by Mrs. Betty Ahles, who is serving you in Cleveland this 
week, 

This meeting brings to a close the twelfth year of the Association’s 
activities. Keeping in mind that this is a period of transition, the Board of 
Trustees suggests a few of the most important things to be accomplished in 
the future. 

1. A well-equipped Executive Office where all affairs are handled 
in a business-like way. 

2. Efficient operation of the examination program. 

3. The setting of minimum standards for schools of anesthesiology. 

4. The granting of college credits for graduates of schools of an- 
esthesiology. 

5. The establishment of courses or institutes for the training of 
instructors for schools of anesthesiology. 

6. The promotion of better public relations. 


Will you as members of this Association think about the work being 
done by your managing board in relation to the objectives as stated in the 
By-Laws? Will you decide what you want done about the problems and 
future plans of your Association? Upon good plans, made well in advance, 
depends the success or failure of any enterprise. 

Respectfully submtited, 
HAZEL BLANCHARD, Acting President 
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EXECUTIVE SECRETARY 


This report, instead of being chronological in order, is going to start 
with the report of a recent and one of the most interesting visitors at the 
Executive Office. The caller was a doctor from Brazil who is in this coun- 
try to study hospitals and report back to his government. He is taking back 
what, in his opinion, are two big ideas, one of them being that of the nurse 
as an anesthetist. He was greatly interested in your profession and your 
Association and took a number of reprints and copies of Bulletins to aid in 
the writing of an article to be published in Brazil on the nurse anesthetist 
in this country. We hope to receive a copy of it so that it may be pubilshed 
in the Bulletin. 

As mail poured into the office, the need of mass education of hospital 
superintendents and prospective anesthetists in regard to the educational 
standards and objectives of your Association became more and more evident. 
The letter which was referred to in the August Bulletin was sent to all hos- 
pital superintendents on the mailing list of the American Hospital Association 
and published in the June issue of The American Journal of Nursing. This 
was the first attempt to educate these groups along these lines. The letter 
to the hospital superintendents has elicited many requests for information and 
lists of schools. That which was published in the American Journal of 
Nursing and the article on the nurse anesthetist in the August issue of the 
same journal by Mary A. Costello, a member of this Association, have been 
mentioned by many prospective anesthetists in their letters concerning spe- 
cializing in anesthesiology. 

There is in preparation a folder which is more specific than the first let- 
ter. This will be sent to the same group of hospital superintendents and, in 
the future, to all asking for information. If it does not arrive during the 
convention, copies will be sent to you on request . 


In June a new questionnaire was sent to all hospitals that we knew or 
believed were conducting a School of Anesthesiology. One hundred sixteen 
were mailed. To date we have had replies from fifty-eight. Returns from 
thirty-one hospitals indicate that they are conducting schools; twenty-five 
have no school, three having been discontinued recently because of lack of 
personnel; and one hospital completed the questionnaire and stated they have 
no special School of Anesthesia but that a unit on the subject is given as 
part of the course in nursing. One hospital which has trained only medical 
anesthetists has accepted a nurse for training as an emergency measure. 


Requests for anesthetists have been received by telegram, letter and tel- 
ephone. You are aware of the inverse proportion between demand and sup- 
ply. A cumulative list of such requests has been maintained and sent to 
members inquiring about positions. Your Executive Office does not intend 
to establish an employment bureau, but would like to be of service to hos- 
pitals and members of the Association. Names of available members are 
listed for two months, with the request that the office be notified if any accept 
a position or wish to remain on the active list. Since February 15 requests 
have been received from forty-seven hospitals asking for a total of fifty-six 
anesthetists. This does not include repeated requests from some who speak 
of their situation as “desperate.” 
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Dagmar A. Nelson recently sent the transcript of her trial to be placed 
among the archives of the Association. She stated that she feels it is of 
more value to the Association than to her. 

Your Acting President and I attended an Institute for one week in 
August. It was held in Fvanston, Illinois, and conducted jointly by the 
American Trade Association Executives, The Chamber of Commerce of the 
United States, The National Association of Commercial Organization Sec- 
retaries, and Northwestern University. We both recommend it highly to 
national and state officers. Naturally, some of the subject matter pertained 
more specifically to the groups sponsoring it than to us, but there was much 
of value to our organization. The speakers were of national repute. Some 
came by plane or train, presented their papers and left the same day. None 
were too busy or too important to help us with our specific problems. The 
discussions which pertained especially to us included: “Bulletins and Publi- 
cations”; “Committee Organization and Procedure”; “Financing the Asso- 
ciation”; “Managing the Association Office’; “Membership Building and 
Maintenance”; “Planning and Conducting Meetings’; “Press Relations for 
the Association”; and, “The Human Side of Our Jobs.” Many subjects be- 
yond our needs were of national importance and therefore interesting to us. 
There were five lectures on Practical Public Speaking, which gave many 
helpful suggestions. We recommend it to any of you who wish to spend a 
worth while, stimulating, exhilarating and exhausting week. If you would 
like to receive information about next year’s Institute, write to me next 
June, and I will see that you receive a circular. 

During the year I have attended state meetings in Pennsylvania and 
Minnesota as well as the Tri-State meeting held in Chicago. These meetings 
were extremely interesting to me. Your members were cordial and friendly 
to a stranger. I hope that it may be possible for me to attend many of your 
state meetings in the future. 

The only statistics with which I shall burden you pertain to the total 
membership, which was 3,094 on August 31. The number of members in the 
Armed Services on the same date was 321. The states having the largest 
membership continue to be Pennsylvania, Illinois and New York, in that 
order. 

It is not within my province to make recommendations to you; neither 
do they rightfully belong in this report. I trust you will bear with me if I 
mention the post-war period and its challenge and importance to you as in- 
dividuals and to the Association as a whole. May I urge active participation 
in your national and state organizations. Your Associations represent you 
as professional women, but they are no stronger than their members make 
them. You are needed as board and committee members; your ideas are 
needed and welcome. Your Associations need the full and enthusiastic sup- 
port of all their members. 

As for your main office, we hope to be of service to you. “That which 
is difficult we do at once. To do the impossible takes us a little longer.” The 
motto of the Marines has been adopted as the motto of your Executive Office. 

I had never heard of your organization until last September. What I 
heard of it sounded interesting and challenging. I gave up a position and a 
profession in which I had been happy for a number of years with considerable 
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trepidation. My eight months with you have been happy and stimulating. 
You have been considerate and cooperative. I am enjoying my associations 
with you. 
Respectfully submitted, 
October 3, 1944 ANNE M. CAMPBELI 





TREASURER 
AUDITOR’S EXAMINATION FOR THE YEAR ENDED AUGUST 31, 1944 


September 19, 1944 
To The Board of Trustees, 
The American Association of Nurse Anesthetists, 
Cleveland, Ohio 


Mesdames: 

In accordance with your request, I have examined the accounts and rec- 
erds of the Treasurer’s Office of The American Association of Nurse Anes- 
thetists for the purpose of verifying and reporting the financial transactions 
for the year ended August 31, 1944. I submit herewith my report together 
with the following statements: 


Exhibit A Condensed Comparative Statement of Receipts and Disburse- 
ments for the Fiscal Years Ended August 31, 1944, 1943, 
1942, 1941 


Exhibit B Analysis of Assets as at August 31, 1944 and August 31, 
1943 


Exhibit Schedule of General Fund Investments August 31, 1944 
Exhibit Schedule of Trust Fund Investments August 31, 1944 


Exhibit E Statement of Cash Receipts and Disbursements—General Ac- 
count for the Year Ended August 31, 1944 


Exhibit F Statement of Savings Account, Cleveland Trust Company, 
for the Year Ended August 31, 1944 


Exhibit G Statement of Savings Account, Central National Bank, for 
the Year Finded August 31, 1944 


9 A 


Exhibit H Statement of Savings Account, National City Bank, for the 
Year Ended August 31, 1944 


Exhibit I Statement of Trust Fund Savings Account, Cleveland Trust 
Company, for the Year Ended August 31, 1944 


Exhibit J Statement of Trust Fund Income Savings Account, Cleve- 
land Trust Company, for the Year Ended August 31, 1944 
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Balances on deposit in the various bank accounts were verified by direct 
correspondence with the depository banks and by reconciling the balance so 
reported with the books of the Association. All recorded cash receipts were 
traced into the bank deposits and all transfers between bank accounts were 
traced and properly accounted for. Vendors’ invoices, cancelled checks and 
other data were examined in support of all recorded cash disbursements. 

The Treasurer’s Petty Cash Fund was verified by an inspection of the 
petty cash journal. All entries were found to be in order and bearing the 
approval of the Treasurer. The other petty cash funds were verified by an 
inspection of approved lists on file. 

The investments of the Association were inspected by me and were found 
to consist of the items shown on Exhibits C and D. These bonds are kept in 
a safe deposit box at The Cleveland Trust Company. 

The resources of the Association now total $24,701.89, an increase of 
$4,999.90 over the previous year. 

The Treasurer’s records are neatly and accurately maintained in ac- 
cordance with accepted bookkeeping methods and all monies received have 
been properly accounted for. 


Certificate of Audit 
I have examined the books and records of the Treasurer’s Office of The 

American Association of Nurse Anesthetists and I hereby certify that in my 
opinion the statements accompanying this report correctly reflect the finan- 
cial transactions for the year ended August 31, 1944 and the balances on 
deposit in the various bank accounts at that date. 

Respectfully submitted, 

(signed) CHARLES H. PIMLOTT 
Accountant and Auditor 


CONDENSED COMPARATIVE STATEMENT OF RECEIPTS 
AND DISBURSEMENTS (Exhibit “A”’) 
For the Fiscal Years Ended August 31, 1944, 1943, 1942, 1941 


8-31-44 8-31-43 8-31-42 8-31-41 
Cash Receipts 


Application Fees ............ 842.00 1,114.00 725.00 786.00 
Dues—American Association . 10,370.35 9,682.84 8,502.15 8,069.20 
State Associations..... 979.60 1,035.75 803.25 897.25 
Income from Bulletins ....... 2,914.00 2,553.60 2,619.79 2,793.56 
teserved for Trust Fund .... 536.00 518.60 257.20 243.90 
NE OE Bakr i entneerans 332.00 384.25 2,112.19 
miberest BOING «isc cccecvese 70.10 66.98 57.57 67.91 
OGROE TRORRIIAS cnc cicccsssecs 710.89 192.00 236.50 471.95 





16,754.94 15,548.02 15,313.65 13,329.77 
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Cash Disbursements 


3,168.08 
286.25 
826.57 


6,567.04 





Publishing Bulletins ......... 2,028.83 2,858.13 2,959,84 
Transfers to States .......... 329.45 399.75 295.50 
Convention Expense ......... 821.24 1,241.99 980.44 
Purchase of Pins ........... 277.83 279.27 1,553.52 
Operating Expense .......... 8,297.69 6,621.66 7,486.81 
Office Equipment ............ 31.08 271.51 

11,755.04 11,431.88 13,547.62 

Excess of Receipts over Dis- 

DIE, nie etGeeuwswasdae 4,999.90 4,116.14 1,766.03 


ANALYSIS OF ASSETS (Exhibit “B’’) 
As at August 31, 1944, and August 31, 1943 


8-31-44 
General Fund 
Cash 
Commercial Account—Cleveland Trust Co.... 994.61 
Savings Accounts— 
ie ee 1,999.90 


2,073.54 
1,603.01 
15,637.00 


National City Bank of Cleveland........ 
Central National Bank of Cleveland...... 
Investments—at cost (Exhibit C) 


10,847.94 


2,481.85 


1,058.81 


4,970.60 
2,053.47 
1,587.59 
8,200.00 





22,308.06 
Trust Fund 


17,870.47 


840.20 


29.52 


962.00 





Cash 
Savings Accounts 
ve ee et 48.70 
ee re 32.62 
Investments—at cost (See Exhibit D) ......... 2,312.50 
2,393.83 
ee SN 5 5a 2 seit dcdeoewsssaass 24,701.89 


Increase in Assets over previous year 4,999.90 


SCHEDULE OF GENERAL FUND INVESTMENTS 
(Exhibit “C”) 
August 31, 1944 


Date of Issue Life of Bond 
United States Savings Bonds (Series D) 


Purchase Price 


February 1940 10 years $ 750.00 
February 1940 10 years 750.00 
February 1940 10 years 750.00 
February 1940 10 years 750.00 
February 1940 10 years 750.00 
February 1940 10 years 750.00 


$4,500.00 





NOVUMBER 1944 


1,831.52 
19,701.99 


Maturity Value 


$1,000.00 
1,000.00 
1,000.00 
1,000.00 
1,000.00 
1,000.00 


$6,000.00 
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United States Savings Bonds (Series F) 





January 1942 12 years $ 3,700.00 $ 5,000.00 
October 19438 12 years 740.00 1,000.02 
October 1943 12 years 740.00 1,000.00 
October 1943 12 years 740.00 1,000.00 
October 1943 12 years 740.00 1,000.00 
February 1944 12 years 740.00 1,000.00 
February 1944 12 years 740.00 1,000.00 
February 1944 12 years 740.00 1,000.00 
February 1944 12 years 740.00 1,000.00 
February 1944 12 years 740.00 1,000.00 
February 1944 12 years 740.00 1,000.00 
October 1943 12 years 18.50 25.00 
October 19438 12 years 18.50 25.00 
$11,137.00 $15,050.00 

Total General Fund Investment $15,637.00 $21,050.00 


SCHEDULE OF TRUST FUND INVESTMENTS 
(Exhibit “D”) 


August 31, 1944 





Date of Issue Life of Bond Purchase Price Maturity Value 
United States Savings Bonds (Series F) 
November 1941 12 years $ 370.00 $ 500.00 
November 1941 12 years 370.00 500.00 
July 1944 12 years 370.00 500.00 
July 1944 12 years 370.00 500.00 
July 1944 12 years 370.00 500.00 
November 1941 12 years 74.00 100.00 
November 1941 12 years 74.00 100.00 
November 1941 12 years 74.00 100.00 
July 1944 12 years 74.00 100.00 
July 1944 12 years 74.00 100.00 
July 1944 12 years 74.00 100.00 
October 19438 12 years 18.50 25.00 
$2,312.50 $3,125.00 
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STATEMENT OF CASH RECEIPTS AND DISBURSEMENTS 


GENERAL ACCOUNT (Exhibit “E”) 
For the Year Ended August 31, 1944 


Balance, per Audit Report, August 31, 1943......... 


Receipts 


1,058.81 


19,682.54 





a en eee $ 842.00 
Dues—American Association .........eeeeeeeeee 10,370.35 
ee ere te eer rer 979.60 
Transferred from Savings Account ............. 2,997.50 
Reserved for Pablishing Fund .......0ccsscessss 1,639.00 
Income from Sale of Advertising ............... 1,275.00 
a a ee 620.80 
ee ae rrr 536.00 
NE Se ED ieceger se keeeutatesueaioeareenes 332.00 
Contribution to Library Fund .......cccsescvese 38.00 
Contribution to Trust Fund ................e0. 18.75 
Petty Cash — Headquarters ................... 10.00 
PRUNE BUND 56a doo ose rdke ced awwieewaes 23.3 
Disbursements 
United States Savings Bonds ................4-- 7,455.50 
Administrative, Accounting and Stenographic Ser- 
aaah taa cal a pr actin aka baa lee es he a 4,512.16 
PD SUUNUNEDD §5.5:40<6 bosses de Sena winnees es 2,028.83 
Re FE hoi cde sce esccdbserswensosccews 1,154.56 
Ce, SENN oS awicls owen ek an ewan, < 821.24 
Contributjon to American Hospital Ass’n........ 720.00 
Collector of Internal Revenue (Withholding Tax). 563.30 
Transferred to Trust Fund Savings Account ..... 536.00 
RE. ccasksaenudind tet adiaedeaudear Mo bacewes 345.15 
Office Supplies and Printing .................... 336.02 
Transfers to State Associations ................. 329.45 
er ene eee 277.83 
SERS GE TO aoc cccccenccteccocccces 210.85 
Executive Committee Expense .................. 159.12 
Examination Program Committee Expense ...... 80.62 
SE SD cc ccvedeeetdeheeie enced wae ease 37.28 
Membership Committee Expense ................ 34.14 
Membership — American Hospital Association . 30.00 
ee ED cedpeannnscs wescesessenecs 3.50 
Public Relations Committee Expense ............ 10.47 
ee en oe I hose ct sen tess vesses seu 10.00 
Revisions Committee Expense ................4. 5.00 
Nominating Committee Expense ................ 3.50 
Program Committee Expense .........cccccsesee 3.00 
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20,741.15 








Lavtary Commiiticoe EXXDPCNSE 22.60 ccsccccccccceoce 1.55 





Educational Exhibit Committee Expense ........ 1.02 
PE 3. ao oi eed Ghee eka ees set aad 66.45 19,746.54 
PE, SG ES, BOR iweb acac esse wadase sensu 994.61 


STATEMENT OF SAVINGS ACCOUNT, CLEVELAND TRUST 
COMPANY (Exhibit “F’’) 


For the Year Ended August 31, 1944 





Balance, per Audit Report, August 31, 1943 .................. 4,970.60 
Deposits 
NN SN a ait ras cand hh asia Re ee Dain ake 26.80 
4,997.40 
Withdrawals 
Transferred to General Account ........csccsccccccss 2,997.50 
es ie Es EE BE, BRS aos cess tccsinvsesevsacces 1,999.90 


STATEMENT OF SAVINGS ACCOUNT, CENTRAL NATIONAL 
BANK, DOAN OFFICE (Exhibit “G”) 


For the Year Ended August 31, 1944 


Balance, per Audit Report, August 31, 1943.................... $ 1,587.59 
Deposits 


i OE co oe se na Sade G bso eae Reda awe Waleed amu ‘ 15.42 
1,603.01 

IN 55. ts aie oa A ROR d he a Sie ahnS ee —)— 
ens eh es GNIS DA, BGs sb cos cand dc ccsicscsscsedase®s 1,603.01 


STATEMENT OF SAVINGS ACCOUNT, NATIONAL CITY BANK 
For the Year Ended August 31, 1944 


(Exhibit “H’’) 


Balance, per Audit Report, August 31, 1943.............c0ce00- 2,053.47 
Deposits 
I II vats edt yee: id lace os atin oh cao as wo Nolan 20.07 





2,073.54 


EE rr Segre re a ee eee rae eee a eee ee —0— 
Darance Gn Gepost August Si, WOE 2k cies ccieesscccussvawves 2,073.54 
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STATEMENT OF TRUST FUND SAVINGS ACCOUNT, 
CLEVELAND TRUST COMPANY (Exhibit “T’) 


For the Year Ended August 31, 1944 





Balance, per Audit Report August 31, 1948............ 840.20 
Deposits 
NN sig er gee aa ae ain 7.81 
Transferred from General Account .......... 536.00 543.81 
1,384.01 


Withdrawals 
Transfer of Interest Earned to Trust Fund 





Income Savings Account ............... 3.31 
For Purchase of U. S. Government Bonds.... 1,332.00 1,335.31 
Balance on deposit August 31, 1944 ..........c.cccee0% 48.70 


STATEMENT OF TRUST FUND INCOME SAVINGS ACCOUNT, 
CLEVELAND TRUST COMPANY (Exhibit “J”) 


For the Year Ended August 31, 1944 


Balance, per Awe. Mepent, Amweet Bi, TPGS oo cc ces cess csiaces 29.32 
Deposits 
Transfer of Interest Earned on Trust Fund Savings Ac- 





Ge. crevasse senatbanet and see aer ee xe sees ae seas 3.31 
I eS Feencieed nosed dee sered Zeck aeaee ce eeeaweses —0— 
amas Ge Gapeeks Aas Bi, TGS ain occ eedic cevcaneds secaedess 32.63 





HISTORIAN 
The National Association of Nurse Anesthetists held its organization 
meeting June 17, 1931, in the Anesthesia Department of the University Hos- 
pitals, Cleveland, Ohio. This meeting, which was attended by forty-nine 
nurse anesthetists, representing twelve states, was called together by Miss 
Agatha C. Hodgins, Director of the School of Anesthesia, University Hospi- 
tals of Cleveland. 
The officers elected at this meeting were: 
President Miss Agatha C. Hodgins 
1st Vice President Miss Laura Dunstone 
2nd Vice President Miss Aida Allwein 
3rd Vice President Miss Helen Lamb 
Secretary Mrs. Matilda M. Root 
Treasurer Miss Verna Rice 
The object in forming this organization was to advance the science and 
art of anesthesiology. The drafting of a Constitution and By-Laws was 
turned over to Mrs. Shawhan, parliamentarian, of Mobile, Alabama. On Octo- 
ber 16, 1931, the Constitution and By-Laws were received and adopted by 
the officers of the Association. 
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The next step in the advancement of this organization was to find a 
place where meetings could be held to the best advantage of all members. 

On November 16, 1931, the officers of the National Association of Nurse 
Anesthetists sent their Constitution and By-Laws with a letter to the Secre- 
tary of the American Nurses Association, expressing their desire to become 
affiliated with that Association; asking to have the affiliation take place at 
the Biennial Convention at San Antonio, Texas, in April, 1932. 

While the officers of the National Association were waiting to hear about 
their affiliation with the American Nurses Association, the anesthetists from 
the various states were not idle. On November 28, 1931, Wisconsin Anes- 
thetists held their first organization meeting. December 2, 1931, Ohio Anes- 
thetists met to organize their state. December 20, 1931, Alabama organized 
and April 7, 1982, Michigan was organized. 

It was not until May 3, 1932, that a letter was received from the Secre- 
tary of the American Nurses Association, which read as follows: 


“Inasmuch as the avenue to membership in the American Nurses 
Association of all nurse anesthetists should be the avenue already 
established; namely, through their Alumnae, District and State As- 
sociations, the application for membership of the National Asso- 
sociation of Nurse Anesthetists for affiliation with the American 
Nurses Association could not be accepted.” 


The National Association of Nurse Anesthetists replied on May 14, 1932, 
“That affiliation with the American Nurses Association is apparently not 
possible,” et cetera. 

In January, 1933, Miss Agatha Hodgins, president and organizer of the 
Association, was admitted as a patient to the University Hospitals, Cleveland, 
Ohio. With the illness of Miss Hodgins, the activities of furthering the 
progress of the Association seemed to fall on the anesthetists in Cleveland 
who were closely associated with her. The officers were trying to find a place 
where another meeting could be held. On Wednesday, May 10, 1933, a letter 
was received from Dr. Bert W. Caldwell, stating that “the American Hospital 
Association would particularly welcome a meeting of the nurse anesthetists 
in conjunction with the American Hospital Association the week of Septem- 
ber 11th to 15th, inclusive, in Milwaukee, Wisconsin.” A meeting was held 
May 18, 1933, to consider Dr. Caldwell’s invitation. By unanimous vote it 
was decided to hold the first annual convention in conjunction with the 
American Hospital Association, September 13, 14, and 15, 1933, in Milwau- 
kee, Wisconsin. Mrs. Gertrude Fife was appointed to take charge of ar- 
rangements. 


With the announcement that the National Association of Nurse Anes- 
thetists would hold its annual meetings with the American Hospital Associa- 
tion, a great deal of interest was manifested by the anesthetists throughout 
the country. Anesthetists began to send in applications for membership, and 
outstanding dues were paid up. This was substantiated by the Treasurer’s 
report, read at the annual meeting in Milwaukee, Wisconsin. There were 503 
signed-up members and a total of fees and dues received of $2,066.67. 


The program was very interesting at this first annual meeting. The 
committee in charge of arrangements had no difficulty in obtaining promi- 
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nent people who were willing to be on the program and help the anesthetists 
to make their organization a success. Mrs. Gertrude Fife was elected Pres- 
ident and Miss Mary Lucille Goodman was appointed Executive Secretary. 
A report of this meeting was sent out to all anesthetists on the mailing list 
of the Association. 

The second Annual Meeting was held in Philadelphia, Pennsylvania, Sep- 
tember 25th to 27th, 1934. The membership had now reached 674 members. 
One of the accomplishments of this meeting was the authorization given the 
Officers of the Association to initiate a quarterly Bulletin to be sent to the 
members at large and in this way keep them informed of the developments. 
Mrs. Gertrude Fife was re-elected President for another year. 


At the third Annual Meeting held in St. Louis, Missouri, October 1st to 
8rd, 1935, Miss Hilda R. Salomon was elected President. Miss Salomon held 
the office of President for two years, being re-elected at the fourth Annual 
Meeting held in Cleveland, Ohio, September 29th to October Ist, 1936. At 
this meeting in Cleveland the National Association of Nurse Anes- 
thetists was presented with a gavel from the Alumnae Association of the 
University Hospitals of Cleveland School of Anesthesia, as a testimonial 
to its founder, Miss Agatha C. Hodgins. 


During these years the volume of secretarial work at National Head- 
quarters in Cleveland had increased so tremendously that it necessitated 
the employment of a full-time Executive Secretary. The Board of Directors 
also deemed it advisable to move Headquarters to a more central location. 
On October 16, 1937, Miss Anna Willenborg was appointed Fixecutive Secre- 
tary, and Headquarters was moved to 18 East Division Street, Chicago, 
Illinois. 

The Fifth Annual Meeting was held in Atlantic City, New Jersey, Sep- 
tember 14th to 17th, 1937. Miss Miriam G. Shupp was elected President. 
The membership at this time was 1,276 active members and 74 associate mem- 
bers. 

The transfer of Headquarters from the State of Ohio to the State of 
Illinois necessitated a change in the Article of Incorporation, as the Code of 
Regulations had to be revised to meet the needs of the Association. On Octo- 
ber 8, 1939, a Certificate of Dissolution was received from the Secretary of 
the State of Ohio and on October 17, 1939, a Certificate of Incorporation of 
the American Association of Nurse Anesthetists was received from the Sec- 
retary of the State of Illinois. To comply with the laws of the State of IIli- 
nois, the Certificate of Incorporation was recorded in the office of the County 
Recorder, Chicago, Illinois. 

The changing of the name of the National Association vf Nurse Anes- 
thetists to the American Association of Nurse Anesthetists was adopted at 
the Annual Meeting held in Toronto, Canada, September 26th to 29th, 1939. 
Miss Miriam G. Shupp was re-elected President at this meeting. 

The organization of the individual States and also the grouping of the 
States into Assemblies has been greatly helped by the work of the Executive 
Secretary at Headquarters. After Miss Willenborg’s resignation in 1941, 
Miss Mary Elizabeth Appel was appointed Executive Secretary. Miss Appel 
left the Association October 1, 1943. 

During the years 1940 to 1943, the Annual Meetings were held at Bos- 
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ton, Massachusetts, Atlantic City, New Jersey, St. Louis, Missouri and Buf- 

falo, New York. Miss Helen Lamb served as President of the Association 

during 1940 and 1941, and Mrs. Rosalie McDonald was President for 1942 

and 1948. The membership at the end of the year 1943 was 3,041 members. 

As it has been necessary, the Constitution and By-Laws have been re- 

vised at the Annual Meetings of the Association as its growth has demanded it. 
ANN PRIESTER 


LIBRARY COMMITTEE 
(Year 1943-44) 


For the year 1942-43 the Library Committee functioned as a unit of the 
Public Relations Committee. During this time a plan for financing, pre- 
senting to, and collecting from the states was outlined. The material at 
Headquarters was listed. A plan was devised for purchasing, indexing and 
lending the books. This plan was presented to, and approved by the Board 
of Trustees. 

In September 1943, the Board of Trustees voted to make the Library 
Committee a separate committee, and the committee was instructed to place 
the plan before the State Associations. Letters were written to all of the 
organized states, thirty in number, explaining the plan in detail, asking for 
their suggestions, and for their pledge of a yearly contribution, the amount 
of the contribution being based upon membership in the state. 

It is with regret that the committee reports that only fifteen of the states 
have answered. 

Three approved the plan and pledged to contribute yearly. 

One tabled the suggestion for the duration. 

Three wished to wait for a state meeting. 

One wanted to await developments in general before pledging. 

Seven did not approve. Of this number two gave no reason; two had 
tried such a plan in their own state without success; two felt they would 
rather have it to be a state project of the American Association of Nurse 
Anesthetists; one did not have enough money to make a yearly contribution. 


The suggestion was made that we contact the Librarian of the American 
Medical Association, and of the American College of Surgeons, and see if we 
might arrange to have the use of either, or both of these libraries. Miss 
Campbell graciously offered to do this for the committee. The Library of 
the American Medical Association is available only to subscribers of their 
scientific journals, and therefore could not be used by our members. The 
report from the Library of the American College of Surgeons is favorable. 
It was necessary for the Association to make written application for the priv- 
ilege of using this library, and the application will have to be passed upon 
by the Board of Trustees of the American College of Surgeons. The decision 
will be published in the Bulletin, when it is received. 

During the past two years we have received contributions from the fol- 
lowing: 
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Illinois Association of Nurse Anesthetists, twenty-five dollars; Califor- 
nia Association of Nurse Anesthetists, ten dollars; Texas Association of 
Nurse Anesthetists, twenty-five dollars; and a personal contrtibution of three 
dollars from Miss Louise Schwarting of Fort Dodge, Iowa. 

I wish to offer the thanks of the committee and of the Association for 
these generous contributions. 

The committee will welcome any suggestions and comments on this 
project. We only know that our work is worth while by the response of the 
entire membership. 

Respectfully submitted, 
EXIRE O’DAy 
JEWELL FINK 
IONE WESSINGER 
Mrs. JAcK K. CHILDRESS, Chairman 





ANESTHESIA RECORDS COMMITTEE 


This committee was appointed by the Board of Trustees in September 
1943. 

The purpose of the committee is to prepare standardized anesthesia rec- 
ords, which will be adaptable to and fulfill the needs of any anesthesia de- 
partment, irrespective of the bed capacity or the nature of the hospital. 

During the past year the committee has completed the preliminary work 
of a two-part program—namely, a permanent anesthesia record system to 
be retained within the department, and an individual anesthesia record. 

After selecting the better features of each system inspected and studied, 
the committee has submitted a record which fulfills the following require- 
ments: 


1. . Conciseness 

2. Completeness 

3. Compactness 

4. Simplicity in operation 


5. Time and labor saving 
6. Economy in initial cost and maintenance. 


It is unfortunate that because of wartime restrictions, several outstand- 
ing record companies were unable to demonstrate their equipment. It is 
quite possible, however, that by the time the records are acceptable, steel cab- 
inets and the like will be available to civilian hospitals. 

At the present time, the committee is accumulating many individual 
anesthesia record systems for study. This is the second phase of the Anes- 
thesia Records Committee program. 

Respectfully submitted, 
VIRGINIA M. FOLEY 
ANN R. SCANLON 
MARGARET F.. SULLIVAN, Chairman 
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REVISIONS COMMITTEE 


Inasmuch as the Revisions of the By-laws of the American Association 
of Nurse Anesthetists were being formulated by the Examination program 
Committee, of which Miss Miriam G. Shupp is Chairman, when this Commit- 
tee was appointed we actually assisted but little. 

However, the Chairman did meet with the Board of Trustees and Miss 
Shupp to study the proposed By-laws. There were changes suggested by 
this Committee which were made. We feel that due credit must be given 
Miss Shupp, however, for the splendid work which she has done in revising 
the By-laws to fit the needs of the pending examination program. 


Respectfully submitted, 


THERESA A. HAMMOND 

MAGDALENE SUTER 

HELEN YOUNG WALKER, Chairman 
(See Revised By-laws, page 261.) 





EXAMINATION PROGRAM COMMITTEE 


Lack of a quorum at the one-day convention meeting in 1943 in Buffalo 
prevented action being taken on recommendations made by this Committee 
at that meeting. 

For clarification of this (the 1944) report, and for proper disposition of 
certain of the recommendations of the 1943 report, the 1943 report will now 
be read (see pages 259-260 November, 1943, Bulletin). 

The report of this Committee’s work for this year has already been made 
known to you through the proposed By-laws which were published in the 
August, 1944, issue of the Bulletin. The mechanics of an examination pro- 
gram worked out by this Committee were incorporated in the By-laws in 
collaboration with the Revisions Committee. 

The one essential difference between the program as originally presented 
and the revision or modification as it now appears in the By-laws and Stand- 
ing Rules is the abolishment of certification. The program as it is now pre- 
sented for action by the membership provides for examination of applicants 
for membership in the Association without the so-called certification either of 
those coming in by examination or of the present membership by waiver. 

These points will be discussed when the Revisions Committee makes its 
report and the By-laws revisions are brought up for action. 


This Committee recommends: 
1. That recommendation No. 1 of the 1943 report be now accepted. 


2. That the report of this Committee as incorporated in the proposed 
By-laws and Standing Rules be adopted, and that applications post- 
marked after midnight of October 15, 1944, shall be acted upon under 
these newly adopted By-laws. 
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That within six months the total associate membership shall re-apply. 
Those who have been Associate Members for two or more years shall 
re-apply as new members. If accepted, they shall be accepted with- 
out examination to active membership status. Their eligibility for 
inactive membership shall then be determined upon application for 
inactive membership. The present Associate Members who have been 
Associate Members for less than two years shall make application for 
inactive membership. 


Respectfully submitted, 
GERTRUDE FIFE 
HELEN LAMB 


MIRIAM G. SHUPP, Chairman 
(See Revised By-laws, page 261.) 


September 24, 1944 





IMPORTANT NOTICE 


Starting with the February, 1945, issue, the Bulletin of the American 
Association of Nurse Anesthetists will be published from Chicago. All cor- 
respondence in regard to the Bulletin should be directed to the Executive Sec- 
retary, Miss Anne M. Campbell, 18 East Division Street, Chicago 10, Illinois. 


Miss Edith-Helen Holmes, Norwegian-American Hospital, 1044 N. Fran- 
cisco, Chicago 22, Illinois, has been appointed Chairman of the Publishing 
Committee. 
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PUBLISHING COMMITTEE 


Financial Statement 





DEFICIT in Publishing Fund August 31, 1943.... $ 4.38 
Publishing Fund accumulated September 1, 1943 
to August 31, 1944 (subscription price of Bul- 
letin—50¢, deducted from dues of each indi- 
dividual member, plus sale of Bulletins to non- 
Ope ee rere ere te eee er rr re $1639.00 
Income from Sale of Advertising, September 1, 
1943 to August 31, 1944 (including August, 
Ee Tree Cer eee 1500.00 3139.00 
$3134.62 
Total Cost of Publishing Bulletin, including post- 
age, for year ended August 31, 1944.......... 3032.74 
(total cost of publishing membership list in 
August 1944 issue approximately $500.00; in 
1943, $440.00) 
BU ee AOU Bi, BOGE cccciviccvccvcucesesss $ 101.88 
Comparative Statistical Report for Years 1933-1944 inclusive: 
No. of pages 
exclusive of No. of copies Advertising: 
Year advertising distributed Number of pages 
1933 (1 issue) 43 1,500 5 
1934 (1 issue) 44 1,500 6 
1935 (3 issues) 149 3,671 16 
1936 (3 issues) 185 4,600 19 #4 
1937 (4 issues) 206 6,400 28 
1938 (4 issues) 232 7,075 29 
1939 (4 issues) 274 8,600 30 
1940 (4 issues) 297 9,500 30 
1941 (4 issues) 356 10,350 32 
1942 (4 issues) 301 11,150 27 
1943 (4 issues) 262 11,875 26 
1944 (4 issues) 231 13,335 33 


It has been extremely difficult this year to obtain papers for publica- 
tion in the Bulletin. The surgeons are overworked and the anesthetists are 
making a great effort to keep the anesthesia service as nearly as possible on 
a pre-war level, with a greatly decreased number of anesthetists available. 
In addition, many of the sectional meetings from which we formerly obtained 
papers have been cancelled. To get prompt and good printing service, once 
we were ready to send the material to press, has also been difficult because the 
publishing houses are running short of experienced help. In general, any 
activity of this nature has meant that those who have contributed to the fin- 
ished product have been forced to work under pressure and extreme difficul- 
ties. 
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Starting with the report of the first annual meeting in 1933, to date a 
total of 89,556 copies of all issues has been printed (thirty-nine issues in all), 
covering 2580 pages of reading matter exclusive of advertising, and including 
one hundred twenty-four papers by nurse anesthetists and one hundred thirty- 
four hy doctors. 

I have been responsible for the publication of the Bulletin since it was 
first started in 1933. For the last three or four years I nave repeatedly 
asked the Board of Trustees to relieve me as Chairman of the Publishing 
Committee. I have felt that the Bulletin was growing beyond me and that 
I had made as great a contribution to it as I was capable of doing with the 
amount of time I have to devote to it. I also felt that the Bulletin should be 
published at the national headquarters in Chicago, and that the Association 
should employ a trained editor to take the responsibility of this important 
work so that the Bulletin could take its rightful place with other outstand- 
ing publications. 

I wish again to extend my thanks to all officers and committee chairmen 
and member's who have cooperated in getting the material tugether for the 
Bulletin during the past years; to the secretaries of the state organizations 
who have sent in programs and reports, and to the nurse anesthetists and the 
doctors who have contributed the papers which have been the heart of the 
publication. 

There is one thought I should like to leave with you. The anesthetists 
are capable of writing good scientific papers. You have a store of knowl- 
edge and a wealth of experience from which to draw, and it is unfortunate 
that more of our members are not interested in writing. Do not wait to be 
asked to contribute a paper to our Bulletin. You will find in the medical 
profession many doctors as well as anesthetists, who, not because of lack of 
material, are hesitant about putting their findings down in writing. Dr. 
Mayo once told the doctors on the Mayo staff that the writing of medical 
papers usually benefited the author more than the reader. 

There are many helpful, instructive books on the writing of scientific 
papers, such as “The Writing of Medical Papers” by Mellish-Wilson, pub- 
lished by W. B. Saunders Company, Philadelphia; “Medical Writing,” by 
Morris Fishbein, published by the American Medical Association, Chicago; 
and “Medical Writing: Some Notes on Its Technic,” by Dr. James H. Demp- 
ster, published by Bruce Publishing Company, St. Paul, Minn 

The accumulation of data and the preparation of a scientific paper are 
tedious, but when you have portrayed the results in graphs and comparative 
fissures and you are ready to analyze your findings, you will find it very en- 
grossing and you may find out something you did not know was actually hap- 
pening in your clinic. The older anesthetists on the staff should encourage 
the younger anesthetists to keep full and accurate records, to learn how to 
write papers and how to present them. Our Bulletin needs more papers 
written by nurse anesthetists. 

Respectfully submitted, 
HARRIET L. ABERG 
MARGARET F.. SULLIVAN 
KATHARINE K. NESBIT 
GERTRUDE L. FIFE, Chairman 
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CURRICULUM COMMITTEE 


The Curriculum Committee held no meetings during the year. Consid- 
erable correspondence was carried on between the chairman, the committee 
members, the Executive Secretary, the officers of the Association, and other 
members of the Association. 

This summary of the work of the Curriculum Committee is given as a 
progress report; for two projects were started this year. A much longer time 
is needed to complete them. A tentative study on the subject of “Curriculum 
Revision” was first prepared; and later, a study of the qualifications 
for teachers in anesthesia, or “Faculty Preparation,” was started on its way. 
Initial reports of both projects were submitted to the Board of Trustees for 
discussion. 

The Executive Secretary, at the suggestion of the Executive Committee, 
obtained curriculum outlines from several of the schools; and these outlines 
were reviewed by the Committee. We find that these schools are following the 
present curriculum of the Association as nearly as possible. In the work of 
this Committee, we were very fortunate in obtaining this interesting and 
valuable material. We can report that the idea of university affiliation for 
the anesthesia course is taking hold in the schools. Some of the anesthesia 
courses receive university credit. 

- The chairman feels that we have had most gratifying responses to in- 
quiries. Our appreciation and thanks go to the Executive Secretary, Miss 
Anne Campbell, for her counsel and cooperation. With such support, we 
hope that next year’s report will show a continuation of the work on the 
subjects of “Curriculum Revision” and ‘Faculty Preparation.” 

Respectfully submitted, 
ELETTA B. ENGUM 
EDITH-HELEN HOLMES 
ALMA WEBB, Chairman 





COMMITTEE ON EDUCATION 


The war-time shortage of trained anesthesia personnel available to civil- 
ian hospitals has resulted in stimulation of interest in the possible establish- 
ment of new courses of training for nurse anesthetists throughout the country. 

Many of the ensuing projected courses brought to our attention, proved 
upon examination to be both ill-advised and unjustified. Need became obvious, 
therefore, for some authoritative statement setting forth sound basic prin- 
ciples that must necessarily underlie such projects. To service this need, 
the Committee on Education has prepared a bulletin for issuance to inquirers 
who request information in this connection. The bulletin, titled “Essentials 
of an Acceptable School of Anesthesia for Graduate Nurses” is expected to 
aid adequately staffed institutions to increase facilities for such proper train- 
ing, but vigorously deprecate any even temporary debasement of the high 
standards of education that must of necessity exist in, and are vital to, accept- 
able preparation for entrance to our field. 

With the projection of these newer courses, whose graduates would inevit- 
ably become candidates for admission to membership in our Association, 
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necessity became apparent for authoritative information concerning the scope 
and soundness of the training that are being offered. Therefore, a new and 
comprehensive questionnaire was prepared and issued, which has met with 
open favor by the institutions to which it has been directed. 

Through the means of this instrument your Committee has contacted 116 
hospitals, of which about 50% have already submitted to us intimate details 
of the functioning of their courses of training in this subject. Indications 
are that all will have reported within a very short period. 

A preliminary examination of these executed questionnaires that have 
thus early reached us (they represent courses conducted at thirty-two hos- 
pitals located in sixteen States) demonstrates the interesting fact that, ex- 
cluding army hospitals, by far the great majority of courses now providing 
training for nurse anesthetists, give them wider education and clinical expe- 
rience in the administration of desired inhalution surgical anesthesias, than in 
the less preferred injectional types for major general surgery. It must be 
said, however, that the didactic aspects of the various courses of training vary 
so widely from each other in the matter of hours of classroom instruction, or- 
ganization of teaching material and number of subjects taught, that fuller 
study is necessary before concrete conclusions can be reported. It is expected 
that the results of such study and evaluation, when the project is completed, 
will implement significant recommendations to the Board of Trustees and to 
the Committee on Examinations. 

JANET MCMAH(N 
MIRIAM G. SHUPP 
HELEN LAMB, Chairman 


EDUCATIONAL EXHIBIT COMMITTEE 


The Fducational Exhibit Committee sent questionnaires to approximately 
two hundred departments of anesthesia throughout the United States asking 
for information regarding their organizational set-up, the number of anes- 
thetists, hours of duty, yearly number of anesthetics given, and the operating 
room charges. The response to this questionnaire was not as good as hoped 
for, therefore a complete study in the form of graphs couid not be made. 
However, they showed enough information to prove the need for more stan- 
dardization of departmental policies. The returned forms are assembled in 
2 note book to provide our members with the opportunity of seeing what other 
hospitals are doing. 

A letter was sent to each school of anesthesiology asking them to submit 
the following: 

(a) School prospectus 

(b) Application forms 

(c) Reference blanks 

(d) Physical examination blanks 

(e) Students’ progress blanks and any others kept by the school or 
student 

(f) Advertisements showing where published 

(zg) Certificate or diploma 
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(h) A list of visual aids used in teaching and a statement as to how 
they may be procured. 


These were submitted in a note book stating “Forms Used by Schools of 
Anesthesia.” The material received showed marked variation in forms and 
indicated the necessity for more uniformity of forms and records in the 
schools. 

All available anesthesia textbooks and works on related subjecst are 
being exhibited. 

The manufacturers of anesthetic equipment as well as pharmaceuticals 
have shown a fine spirit of cooperation in providing reprints on current lit- 
erature and charts. 

A graph indicating the annual growth of the American Association of 
Nurse Anesthetists and a map showing the organized and unorganized states, 
membership of each and boundaries of the Assemblies, prove that our Asso- 
ciation is making consistent progress. 

Anesthetists were urged to submit “Departmental Handies” in the form 
of home-made equipment used for the administration of anesthetics or for 
inhalation therapy. 

The committee recommends that the American Association of Nurse An- 
esthetists consider making application for an exhibit at the annual meeting 
of the American Medical Association, The American College of Surgeons, 
and the American Nursing Association; this exhibit to serve as an infor- 
mation center. 

Respectfully submitted, 
SISTER MARY LASALETTE 
BILLIE CARAWAY 
MAryY SNIVELY 
MARY ELLEN MCCUE 
MaAryY BELL FUSILIER 
ESTHER MYERS-STEPHENSON, Chairman 





MEMBERSHIP COMMITTEE 


The Membership Committee received and studied 441 applications this 
year. 


Applications accepted for active membership......... 342 
Applications accepted for associate membership..... 1 
PE on ccccrddignshnoasnceiensunweees 24 
Ct Se tivcncintaswaksbhohabedeonweeae 56 
PED GED se dscuinndccrdsssncasdcevesene 18 


I feel that it should be explained that the decisions of the Membership 
Committee are governed by the By-laws. If a rejected applicant questions 
the Committee’s decision or if there is a border-line case, those applications 
are referred to the Board of Trustees and the decision of the Board is final. 
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With the examination program going into effect, all deferred applicants 
will be notified and advised what steps to take in regard to the examination. 
MyYRA VAN ARSDALE 
MyYRN E. MOMEYER 
Lucy E. RIcHARDS, Chairman 


RESOLUTIONS COMMITTEE 


Whereas, the reports of the various committees give evidence of the un- 
tiring efforts of their members in working for the advancement of the Asso- 
ciation, and 

Whereas, the outstanding speakers appearing on the program show the 
efforts of the members of the Program Committee, and 

Whereas, the splendid hospitality provided in this city has met with ap- 
preciation on the part of those present, and 

Whereas, the members attending this meeting are cognizant of the tre- 
mendous amount of work accomplished by the Board during the past year 
under great handicaps, therefore 


Be it resolved, That we express our gratitude to the American Hospital 
Association for the privilege of again meeting with them. 

Be it resolved, That the delegates representing the various states trans- 
mit to their Association the programs presented by the various committees, 
and therefore 

Be it resolved, That a letter of appreciation be sent to the various speak- 
ers, and therefore 


Be it also resolved, That the Association herewith express its thanks to 
all the members of the Local Arrangements Committee, and therefore 


Be it further resolved, That the Association express its implicit confidence 
in the Board of Trustees in planning for the future of the organization. 

Therefore this Committee makes the following recommendations: 

1. That during the coming year each and every member of the Asso- 
ciation make every effort to promote the aims and objectives of this Asso- 
ciation as presented at this meeting. 

2. That considering the special importance of the work of our organiza- 
tion each state be urged to have representation at our next annual conference. 


Respectfully submitted, 


BILLIE CARAWAY 
ANNE M. CAMPBELL 
HILDA SALOMON, Chairman 
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AMERICAN ASSOCIATION OF NURSE 
ANESTHETISTS 


OFFICERS ELFCTED 


President Hazel G. Blanchard 
Samaritan Hospital, Troy, New York 
1st Vice-President Margaret F. Sullivan 
Roosevelt Hospital, New York, N. Y. 
2nd Vice-President Fidith-Helen Holmes 
Norwegian-American Hospitai, Chicago, Illinois 
Treasurer Gertrude L. Fife 
University Hospitals, Cleveland 6, Ohio 
Trustees Palma A. Anderson 
Deaconess Hospital, Minneapolis, Minnesota 
Martha Bichel 
Franklin Hospital, San Francisco, California 
Myra A. Van Arsdale 
St. John’s Hospital, Cleveland, Ohio 


Alma Webb 
Baylor Hospital, Dallas, Texas 
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ACTIVITIES OF STATE ASSOCIATIONS 


LOUISIANA 


Officers Elected: 
President 


Vice-President 


Secretary 


Treasurer 


Historian 


Directors 


MICHIGAN 
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Ellen Marie McMahon 
Mercy Hospital, New Orleans 13 


Mrs. Mary Hurff Coco 
2029 Benefit St., New Orleans 17 


Mrs. Rosalie G. German 
415 Codifer Ave., Metarie, New Orleans 20 


Mattie T. Word 
1410 St. Andrew St., New Orleans 13 


Katie R. Graves 
P. O. Box 1941, Alexandria 


Margaret Price 
Mary Koenig 

Dorothy Duncan 
Elizabeth Ranna 


The Michigan Association of Nurse 
Anesthetists will hold its eighth an- 
niversary meeting on November 18, 
1944, at 7:30 P.M., in the Washing- 
ton Room of the Book-Cadillac Ho- 
tel, Detroit. President Ethel M. 
Moir will preside. The program will 
include a paper on “Anesthesia in 
Eye Surgery,” by J. Conrad Geme- 
roy, Detroit. 


An informal talk on the meeting of 
the Tri-State Assembly of Nurse An- 
esthetists will be given by Mrs. Mae 
B. Cameron, Chief Anesthetist, Ra- 
venswood Hospital, Chicago, Illinois, 
Chairman of the Tri-State Assem- 
bly. 


ETHEL M. Moir 
President 








NORTH CAROLINA 


The North Carolina Association of 
Nurse Anesthetists will hold its an- 
nual meeting October 14, 1944, at 
3:30, in the Roanoke Room of the Sir 
Walter Hotel, Raleigh. The Pres- 
ident, Mrs. Addie F. Medlin, will pre- 
side. 

The meeting will be opened by the 
Reverend M. O. Sommers of the First 
Presbyterian Church, Raleigh. The 
business meeting will be followed by 
a discussion of “The kelation of the 
Anesthetist to the Surgeon,” by Ivan 
M. Proctor, M.D., F.A.C.S., and Ken- 
neth Dickinson, M.D., F.A.C.S. 

Following a report of the National 
Convention, held in Cleveland, Ohio, 
there will be a lecture on “The 
Chemistry of Ether,” by R. L. White 
of Spartanburg, South Carolina. The 
Round Table will be under the di- 
rection of Alice R. Richards, Duke 
University Hospital, Durham. A so- 
cial hour will be followed by the ban- 
quet. 





Mrs. ADDIE F. MEDLIN 
President 





CORRECTIONS IN MEMBERSHIP LIST 


Lt. Flossie Gamble was listed in the August issue as a civilian anesthetist 
at Camp Blanding, Florida. This was incorrect. Lt. Gamble is a member of the 
Army Nurse Corps and should have been listed with the members of the 


Alabama Association of Nurse Anesthetists. 


Ensign Winnie B. Hamlett was incorrectly listed in the Ohio Association 
members in the August issue, as Ensign Winnie B. Hamlin. 


Finney, Mrs. Thelma, 207 Park Drive, Couer d’Alene, Idaho 
Yoakum, Mrs. Myrtle,*** P. O. Box 55, Homer, Ohio 
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REVISED BY-LAWS 


ARTICLE I 
MEMBERSHIP 


Section I. General Requirements 


Individuals and organizations in 
the United States of America, its ter- 
ritories, possessions and dependencies, 
and in the District of Columbia, shall 
be eligible for membership in this As- 
sociation, as herein specified. 


Section II. Membership Classification 


A. Membership in the Association 
shall consist of two general classes— 
individual and organizational. Indi- 
vidual membership shall consist of 
three classes — Active Members, In- 
active Members, Honorary Members. 
Organizational membership shall be 
known as Institutional Members. 

B. Active Members may, upon pay- 
ment of dues as specified in these By- 
laws, be listed as Contributing or 
Sustaining Members, retaining the 
same type of membership and priv- 
ileges as originally conferred. 


Section 3. Eligibility requirements for 
an Active Member 


Any woman may be eligible as an 
Active Member of the Association 
who fulfills requirements A, B and C 
as follows: 


A. General 


1. Graduation from an accredited 
high school or its equivalent. 


2. Graduation from an accredited 
school of nursing. 

3. State registration. 

4. Annual renewal of registration 
if so required in the state in which 
she is registered. 

5. Good moral and ethical stand- 
ing in the profession. 


B. Special training in Anesthesiol- 
ogy (Applicant shall fulfill 
one of the three following re- 
quirements: 

1. Graduation from a school of 
anesthesiology giving an organized 
course of not less than six months’ 
duration and otherwise meeting the 
standards of the Association. 


2. Graduation from a school of 
anesthesiology prior to 1939 which 
gave an organized course of four to 
six months’ duration. 
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3. Administration of anesthetics 
for six years continuously immediate- 
ly prior to 1939, in hospitals ap- 
proved by the American College of 
Surgeons, and administration of an- 
esthetics continuously since 1939 in 
hospitals approved by the American 
College of Surgeons. 


C. Examination 


Successful passing of a qualifying 
examination as set by the Board of 
Trustees of the Association. 


Section 4. Inactive Members 


A. Inactive membership may be 

granted to Active Members not ac- 
tively employed in anesthesiology. 
Application for transfer to inactive 
membership shall be made to the Exec- 
utive Secretary on a form provided 
by the Association and shall be ac- 
companied by a statement signed by 
two Active Members certifying that 
the applicant is not actively employed 
in anesthesiology. Applications for 
renewal of inactive membership shall 
be made annually and shall be accom- 
panied by a statement signed by two 
Active Members certifying that the 
applicant is not actively employed in 
anesthesiology. The approval of all 
applications for inactive membership 
and for renewal of inactive member- 
ship shall rest with the Credentials 
Committee. 


B. An Inactive Member may re- 
sume her status as an Active Mem- 
ber by payment of current dues for 
an Active Member. 


C. An Inactive Member shall re- 
tain all the rights and privileges of 
an Active Member. 


Section 5. Honorary Members 


Honorary membership may be con- 
ferred by a unanimous vote of the 
voting body, at any Annual Meeting, 
on persons who have rendered distin- 
guished service in Anesthesiology or 
to the American Association of Nurse 
Anesthefists, the names having been 
recommended by the Board of Trus- 
tees. Members of the American Asso- 
ciation of Nurse Anesthetists elected 
to an honorary office or membership 
shall have all the rights and privileges 
of the Association but shall be exempt 
from payment od dues. Non-mem- 
bers elected to an honorary office or 
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membership shall have all the rights 
and privileges of the Association, ex- 
cept that they shall not be entitled to 
hold office or vote and shall be exempt 
from the payment of dues. 


Section 6. Institutional Members 


Institutions or professional organ- 
izations, public or private, engaged in 
a medical care program, shall be eli- 
gible for Institutional Membership. 


Section 7. Application Procedures 


A. In unorganized states, candi- 
dates for membership shall make ap- 
plication through the Executive Sec- 
retary of the Association on forms 
provided by the American Association 
of Nurse Anesthetists. 


B. In organized states, candidates 
for membership shall make applica- 
tion through tthe secretary or secre- 
tary-treasurer of the state association 
on forms provided by the American 
Association of Nurse Anesthetists. 
The state committee on credentials 
shall make a preliminary investiga- 
tion of candidates and shall forward 
the application together with the 
committee’s recommendations to the 
Executive Secretary of this Associa- 
tion. 

C. All applications shall be re- 
ferred by the Executive Secretary to 
the Committee on Credentials of the 
Association. This Committee shall 
carefully investigate and consider the 
professional and personal qualifica- 
tions of each applicant. Upon the 
findings of this Committee the appli- 
cants for individual membership shall 
be approved or rejected for examina- 
tion. 

D. All candidates for membership 
shall be notified of the decision of the 
Committee on Credentials by the Ex- 
ecutive Secretary of the Associattion. 


Section 8. Re-application and re- 
instatement 

A. An Active or Inactive Member 
dropped for non-payment of dues may 
be reinstated to membership during 
the fiscal year (September 1 to Au- 
gust 31 inclusive) in which member- 
ship lapsed by payment of current 
dues plus a penalty fee of three dol- 
lars ($3.00). 

B. An Active or Inactive Member 
dropped for non-payment of dues may 
be readmitted to membership after 
this period only as a new applicant in 
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accordance with current membership 
eligibility requirements. 

C. An Active or Inactive Member, 
once resigned, may be readmitted to 
membership after the fiscal year in 
which she resigned only as a new ap- 
plicant in accordance with current 
membership eligibility requirements. 


Section 9. Pins, Emblems and Desig- 
nation MAANA 


Active Members, Inactive Members 
and previous Active Members elected 
to honorary membership or office, may 
wear the official pin and emblem of 
the Association. They may use the 
the designation M.A.A.N.A. following 
their names upon articles for publi- 
cation and upon other appropriate 
occasions. 

If such a member resigns, is ex- 
pelled or dropped from membership 
for non-payment of dues, she shall 
discontinue the use of the pin, the 
emblem and the designation MAANA. 


ARTICLE II 
GEOGRAPHICAL ORGANIZATION 


Section 1. State Associations 


Members so located as to permit 
state meetings and group participa- 
tion in the Association may organize 
as state associations and upon ap- 
proval of the Board of Trustees be- 
come affiliated state’ associations. 
Only members employed or living 
within the state shall be eligible for 
membership in any such state associa- 
tion. State associations desiring to 
become affiliated shall make applica- 
tion on the form provided by the 
Board of Trustees of this Associa- 
tion. 

The application shall be submitted 
to the Board of Trustees after it has 
been executed pursuant to the affirm- 
ative vote of a majority of the mem- 
bers entitled to vote in such state as- 
sociation at a meeting called for this 
purpose. 

The application, with a copy of the 
state constitution and by-laws, shall 
be sent to the Executive Secretary of 
the American Association of Nurse 
Anesthetists. 


The state association shall agree to 
accept, without reservation, the re- 
quirements of the By-laws of the 
American Association of Nurse An- 
esthetists and to cooperate fully with 
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this Association in the purposes for 
which it was formed. 

The state association shall pay into 
the Treasury of the American Asso- 
ciation of Nurse Anesthetists annual 
dues in the amount as specified under 
Article IX, Section I for every mem- 
ber appearing on its roll during the 
time that such state association is af- 
filiated with the Association. 


In no event shall the American 
Association of Nurse Anesthetists be 
liable for debts or obligations, of any 
kind whatsoever, incurred by any 
state association which is affiliated 
with this Association, except such ob- 
ligations as may be expressly entered 
into and authorized by the Board ot 
Trustees of this Association. 


Any affiliated state association 
which fails to comply with the By- 
laws and Standing Rules of the 
American Association of Nurse An- 
esthetists shall be dropped as an affil- 
iate by the unanimous vote of the 
Board of Trustees, provided that due 
notice to comply has been given at 
least three months before the vote is 
taken and that during this time, said 
association has failed to act in ac- 
cordance with these requirements. 


Section 2. Duties of State Associations 


Affiliated state associations shall 
send to the Executive Secretary of 
this Association the names and ad- 
dresses of all officers and committee 
chairmen immediately after their 
election or appointment; shall adopt 
and keep in force by-laws consistent 
with the By-laws of this Association 
and shall refrain from adopting any 
changes or modifications in its by- 
laws without first obtaining the writ- 
ten approval of the Committee on Re- 
visions of this Association and shall 
keep on file with this Association, at 
all times, a complete and up-to-date 
copy of its constitution and by-laws; 
shall comply with all the provisions 
of the By-Laws of the American As- 
sociation of Nurse Anesthetists; and 
shall report to the Board of Trustees 
of this Association when and as re- 
quested. 


Section 3. Transfers 


A member who changes the location 
of her employment from any state to 
another in which there is an affiliated 
association shall be eligible to mem- 
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bership in the state association of her 
new location. 


Section 4. Unorganized States 


States where members are _ too 
widely separated geographically and 
too few in number to permit group 
meetings and group participation in 
the Association shall be known as un- 
organized states. 


Section 5. Assemblies 


State organizations and members in 
unorganized states may join together 
for common meetings and promotion 
of common interests. These groups 
shall be known as Assemblies and 
shall, in so far as possible, conform to 
the groupings of the American Hospi- 
tal Association. 

Any group of states wishing to 
form an Assembly shall make appli- 
cation to the Board of Trustees of 
this Association, such application to 
be signed by a representative from 
each state comprising the Assembly. 

Each Assembly shall elect a Chair- 
man and such other officers as shall 
be necessary to meet the requirements 
of the Assembly; shall raise neces- 
sary funds for its own use; shall 
have no financial obligation to the 
American Association of Nurse An- 
esthetists; and shall be governed by 
Standing Rules only. 


ARTICLE III 
DONORS AND BENEFACTORS 


Contributors to the Association of 
sums not less than one hundred dol- 
lars ($100.00) shall be known as Do- 
nors, and contributors of five hundred 
dollars ($500.00) or more shall be 
known as Benefactors. 

The names of all contributors shall 
be recorded in the annals and history 
of the American Association of Nurse 
Anesthetists. 


ARTICLE IV 
GOVERNING BODIES 
Section 1. Board of Trustees 


A. How constituted 


There shall be a Board of Trustees 
which shall consist of the President, 


First Vice-President, Second Vice- 
President, together with six (6) 
members of the Association. The 


President shall be the Chairman of 
the Board of Trustees. 
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B. Election of Trustees 

The election of Trustees shall take 
place at the Annual Meeting. With 
the exception of the President, First 
Vice-President and Second Vice- 
President, the members of the Board 
of Trustees shall be elected to serve 
as follows: one (1) member for a 
term of one (1) year and the remain- 
ing members for terms of two (2) 
years. In 1944 two (2) members shall 
be elected for terms of two (2) years 
and two (2) members shall be elected 
for terms of three (3) years and 
thereafter as specified in this Ar- 
ticle and Section. 


No member of the Association 
shall serve as Trustee for more than 
two terms of office consecutively or 
be re-elected or appointed until after 
a lapse of one year following comple- 
tion of two consecutive terms. 


C. Duties and Powers 


The Board of Trustees shall func- 
tion as the responsible body of the 
Association. By virtue of the power 
herein delegated to it by the member- 
ship it shall be responsible for ad- 
ministering the affairs of the Associa- 
tion, transacting of general business, 
policy making, program planning; for 
adopting the budget, managing the 
funds and properties of the Associa- 
tion, authorizing the expenditure and 
providing for an annual audit of the 
Association’s accounts by a certified 
public accountant; for presenting to 
the membership at the Annual Meet- 
ing a report of the business trans- 
acted during the year; for presenting 
to the membership a ballot for elec- 
tions and providing for election pro- 
cedures; for passing upon applica- 
tions of state associations desiring 
affiliation with the Association; for 
establishing rules and procedures for 
the committees and for the discipline 
of members of the committees; for de- 
termining matters of policy concern- 
ing the curriculum and general set- 
up for the schools of anesthesiology ; 
for appointing members to fill vacan- 
cies in its own membership or among 
the Officers of the Association for the 
unexpired term of office; for voting 
upon, by mail, all matters that re- 
quire action by the Board of Trustees 
between its meetings after notice of 
proposed action is sent to each mem- 
ber of the Board of Trustees; for ap- 
pointing an Executive Secretary, de- 


fining her duties, fixing her compen- 
sation and removing said Executive 
Secretary for reason; for appointing 
an Historian, presenting at the An- 
nual Meeting a written history of the 
current year, and preserving these 
records in the archives of the Asso- 
ciation; for keeping the membership 
informed of current needs and trends 
in the field of anesthesiology and di- 
recting the program accordingly to 
the end that the purposes and goals 
of the Association shall be furthered. 


D. Meetings and Quorum 


1. Regular meetings of the Board 
of Trustees shall be held immediately 
preceding and immediately following 
each Annual Meeting. 

2. Special meetings of the Board 
of Trustees may be called by the 
President, at such times as the busi- 
ness of the Association may require, 
or upon written request of five (5) 
members of the Board of Trustees. 
Notices of special meetings shall state 
the purpose for which they are called. 

3. A majority of the members of 
the Board of Trustees shall constitute 
a quorum. 


Section 2. Executive Committee 
A. How Constituted 


There shall be an Executive Com- 
mittee consisting of the President, the 
First Vice-President and two other 
members of the Board of Trustees ap- 
pointed by the Board of Trustees at 
the Annual Meeting. The President 
shall serve as Chairman. 


B. Duties 


The Executive Committee shall act 
between meetings of the Board of 
Trustees. It shall serve in an advi- 
sory capacity to the President and the 
Executive Secretary and shall carry 
out such responsibilities as may be 
delegated to it from time to time by 
the Board of Trustees. No action taken 
by the Executive Committee shall be 
effctive unless ratified by the Board 
of Trustees. 


C. Meetings and Quorum 

1. The Executive Committee shall 
hold a meeting at least twice during 
the year and at such other times as 
the developments and needs of the As- 
sociation indicate. 

2. A majority of the Committee 
shall constitute a quorum. 
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ARTICLE V 
OFFICERS 


Section 1. List of Officers 


The Officers of this Association 
shall be a President, First Vice-Pres- 


ident, Second Vice-President and 
Treasurer. 
Section 2. Terms of Office 

A. The President, First Vice- 


President and Second Vice-President 
shall be elected for a term of one year 
and shall be eligible for one immedi- 
ate re-election. 


B. The Treasurer shall be elected 
for a term of one year and shall be 
eligible for re-election. 

Section 3. Eligibility 

A. No member shall be eligible for 

the office of President who has not 


served on the Board of Trustees for 
at least one (1) year. 


B. No member shall hold office in 
the American Association of Nurse 
Anesthetists and at the same time 
hold office in a state association. 


Section 4. Duties 


A. The President shall preside at 
the Annual Business Meeting of the 
membership, at all meetings of the 
Board of Trustees and Executive 
Committee; shall with the approval 
of the Board of Trustees, appoint all 
standing and special committees un- 
less otherwise specified in these By- 
laws and be a member ex-officio of all 
committees except the Committee on 
Nomination; shall authorize the at- 
tendance of the Treasurer at any 
meetings of the Board of Trustees 
and of the Executive Committee as 
the needs of the Association indicate, 
the expenses of the Treasurer to be 
paid by the Association; shall coun- 
tersign all checks; shall prepare and 
read at each Annual Meeting and at 
the Pre-convention meeting of the 
Board of Trustees a condensed nar- 
rative report of the work of the year; 
shall perform all other acts and du- 
ties of a general nature as may be 
incident to her office and as may be 
from time to time required of her by 
the Board of Trustees. 

B. The First Vice-President shall 
perform all the duties of the Presi- 
dent in the event of the President’s 
absence, disability, resignation, re- 
moval from office or death. 
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C. The Second Vice-President shall 
perform all the duties of the Presi- 
dent in the event of the President’s 
and First Vice-President’s absence, 
disability, resignation, removal from 
office or death. 


D. The Treasurer shall collect and 
receive all monies of the Association, 
p°y all bills and disburse funds as 
dirccted by the Board of Trustees; 
shall deposit funds in banks desig- 
nated by the Board of Trustees; shall 
be bonded for such a sum as the 
Board of Trustees shall direct, the 
expenses of same to be paid by the 
Association; shall notify delinquent 
members in unorganized states and 
keep the Executive Secretary in- 
formed regarding delinquent mem- 
bers; shall have an audit of the books 
made by a certified public accountant 
at the end of each fiscal year; shall 
report the financial standing of the 
Association to the Board of Trustees 
and to the membership at each An- 
nual Meeting and to the Board of 
Trustees upon request; shall be sub- 
ject to attendance at any meetings of 
the Board of Trustees and Executive 
Committee at the call of the Presi- 
dent, the Treasurer’s expenses to be 
paid by the Association; shall per- 
form all such other and further du- 
ties as may be required of her by the 
President or the Board of Trustees; 
shall deliver all monies, property and 
rights of the Association in her hands 
at the expiration of her term of office 
to her successor or to the President. 


ARTICLE VI 
THE COUNCIL 


Section 1. Organization 

The Officers, members of the Board 
of Trustees, Executive Secretary and 
members of the standing committees 
of the Association, and officers and 
members of standing committees of 
the affiliated state associations shall 
constitute the Council. 


Section 2. Purpose 

The purpose of the Council shall be 
to afford an opportunity to those who 
are responsible for administering the 
affairs of the Association and the af- 
filiated state associations to come to- 
gether to report on activities, to dis- 
cuss organizational and functional 
problems and to promote the interests 
of the Association. 
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Section 3. Meetings 

A meeting of the Council shall be 
held in connection with each Annual 
Meeting as designated on the pro- 
gram and at such other times during 
each Annual Meeting as shall be de- 
termined by the Board of Trustees. 


ARTICLE VII 


EXECUTIVE STAFF 


There shall be an executive staff 
consisting of an Executive Secretary 
appointed by and responsible to the 
Board cf Trustees and such other 
personnel as may be authorized by 
the Board of Trustees. 


ARTICLE VIII 


COMMITTEES 
Section 1. Classification and General 
Regulations 


The committees of the Association 
shall be classified as standing and 
special committees. There shall be 
the following standing committees of 
at least three (3) members each un- 
less otherwise specified in these By- 
laws: Convention Arrangements, 
Credentials, Curriculum, Education, 
Education Exhibit, Examination, Fi- 
nance, Nominating, Program, Publi- 
cation, Public Relations, Revisions, 
Trust Fund and such special com- 
mittees as may from time to time be 
authorized by the Board of Trustees. 
All committees except the Committee 
on Nominations and the Committee 
on Examinations shall be appointed 
by the President subject to the ap- 
proval of the Board of Trustees. 

Members of standing committees 
shall be appointed to serve for a term 
of three (3) years and until their 
successors are appointed, unless oth- 
erwise specified in these By-laws. 


Members of special committees 
shall be appointed to serve until the 
work is completed for which the com- 
mittee was created. 

All committees shall be under the 
control of the Board of Trustees. 
Rules and regulations shall be devised 
by the Board of Trustees for all com- 
mittees. 


The chairman of each committee 
shall send to the President and to the 
Executive Secretary, copies of all im- 
portant letters sent out and other 
matters transacted by these chair- 
men, which are to be presentd to the 
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Board of Trustees if the President 
deems it necessary. The chairman of 
each committee shall be responsible 
for rendering a quarterly report to 
the Board of Trustees and a full re- 
port of the activities of the year to 
the Board of Trustees at its pre-con- 
vention meeting, and to the members 
at the Annual Business Meeting. A 
special report of the activities of any 
one committee shall be made by the 
chairman upon request of the Presi- 
dent. 


Any member of a committee who 
fails to fulfill the duties assigned to 
her shall be liable to dismissal from 
that committee upon the approval of 
the majority of the members of the 
Board of Trustees. When vacancies 
occur in committees between Annual 
Meetings, the President shall, subject 
to the approval of the Board of Trus- 
tees, appoint members to fill the va- 
cancies. 

The retiring chairman of each com- 
mittee shall, within one month after 
the expiration of her term of office, 
deliver to her successor all papers 
necessary to carry on the function of 
this committee. 


Section 2. Committee on Convention 
Arrangements 


The Committee on Convention Ar- 
rangements shall be appointed an- 
nually. This Committee shall make 
all local arrangements for the Annual 
Meeting, the Chairman to be a resi- 
dent of the city in which the Annual 
Meeting shall be held. 


Section 3. Committee on Credentials 


The Committee on Credentials shall 
determine the eligibility of individual 
applicants for examination, the el- 
igibility of organizational applicants 
for membership and eligibility of ap- 
plicants for inactive and for renewal 
of inactive membership. The Com- 
mittee shall make its recommenda- 
tions and notify the Executive Secre- 
tary of the Association of its deci- 
sions. When error or misrepresenta- 
tion occurs, the Commitiee shall, sub- 
ject to the approval of the Board of 
Trustees, have the power to rescind 
its actiton relating to the status of 
any applicant or member. 


Section 4. Committee on Curriculum 


The Committee on Curriculum shall 
in collaboration with the Committee 
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on Education, prepare, present and 
revise, subject to the approval of 
the Board of Trustees, the curriculum 
recommended for the schools of anes- 
thesiology for nurses. 


Section 5. Committee on Education 


The Committee on Education shall 
consist of not less than six (6) mem- 
bers. This Committee shall be re- 
sponsible for developing and further- 
ing educational facilities in keeping 
with changing needs and trends in 
the field. It shall formulate stand- 
dards in education for nurse anesthe- 
tists and shall in collaboration with 
the Committee on Curriculum recom- 
mend to the Board of Trustees for 
approval the Curriculum that meets 
these standards. It shall further be 
responsible for the Educational De- 
partment in the Bulletin. 

The Chairman of the Committee on 
Curriculum and the Chairman of the 
Committee on Educational Exhibits 
shall serve as members of this Com- 
mitee, but neither shall serve as its 
chairman. 

The Chairman of the Committee on 
Examinations shall be an ex-officio 
member of this Committee. 


Section 6. Committee on Educational 
Exhibits 


The Committee on Educational Ex- 
hibits shall be responsible for all ed- 
ucational exhibits. The Chairman of 
the Committee on Education shall 
serve as a member of this Committee 
but not as its chairman. 


Section 7. Committee on Examinations 


The Committee on Examinations 
shall be composed of five members 
appointed by the Board of Trustees. 
This Committee shall prepare for 
each examination to be held, a master 
set of examination questions (writ- 
ten, oral and practical) with instruc- 
tions, and shall grade the papers of 
the examinees. 


Section 8. Committee on Finance 


The Committee on Finance shall be 
composed of the Treasurer and at 
least two other members and shall be 
responsible for long range planning 
of the financial structure of the As- 
sociation and for the preparation of 
the annual budget. The Chairman 
shall be chosen by the Board of Trus- 
tees. 
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Section 9. Committee on Nominations 


The Committee on Nominations 
shall be composed of five members 
appointed by the Board of Trustees. 
This Committee shall prepare a bal- 
lot for each Annual Meeting, consist- 
ing of the names of one or more mem- 
bers for each office, who are qualified 
to hold office and who have consented 
to serve, if elected to the office for 
which they have been nominated. 

On or before each January 1 pre- 
ceding the Annual Meeting, the Com- 
mittee shall issue to each affiliated 
state association a form on which the 
state association shall submit the 
name of one nominee for each office 
to be filled. This form shall be signed 
by the president or the secretary of 
the state association and be returned 
to the Committee by May 1 preceding 
the Annual meeting. On May 1 of 
each year the Committee shall pre- 
pare the ballot from the list of names 
submitted, or if the nominees whose 
names are so listed do not meet the 
necessary qualifications, the Commit- 
tee shall have power to substitute 
names of nominees with proper qual- 
ification. The final draft of the bal- 
lot shall be sent to the Board of Trus- 
tees through the*Chairman not later 
than May 15 of each year, and such 
draft, after study, shall be returned 
by the Chairman of the Board to the 
Chairman of the Committee. The 
Committee shall then contact these 
members for their consent to serve if 
elected. 


Section 10. 
gram 

The Committee on Program shall 
be appointed annually. This Com- 
mittee shall, in conference with the 
President and Executive Secretary 
and with the approval of the Board 
of Trustees, prepare a complete pro- 
gram for the Annual Meeting. 

The Committee shall submit a draft 
of the program to the Executive Sec- 
retary by May 15. The Executive 
Secretary shall send to the Chairman 
of the Publishing Committee a copy 
of the official program at least thirty 
(30) days before issue of the August 
Bulletin. 

Section 11. The Committee on Publi- 
cations 

The Committee on Publications 
shall cause to be published, subject to 


The Committee on Pro- 
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the approval of the Board of Trus- 
tees, such periodicals, bulletins and 
such other material as shall assist in 
the general purposes of the Associa- 
tion. The Committee shall carefully 
check all periodicals publishing ma- 
terial on anesthesiology and on related 
fields and shall publish a list of ar- 
ticles of interest in each issue of the 
Bulletin, this to include: name of 
author, title of article, name of pub- 
lication, date of publication. 


This Committee shall publish each 
year a list (by states) of the mem- 
bers of the Association. 


The Committee may be enlarged at 
the discretion of the Board of Trus- 
tees, upon proper presentation to the 
Board of Trustees that such enlarge- 
ment shall facilitate the work of the 
Committee and shall further the in- 
terests of the Association. 


No paper shall be published in the 
minutes, or in any magazine or pa- 
per, as a part of the transactions of 
the Association, except with the ap- 
proval of the Board of Trustees. All 
papers read at any meeting of the 
Association or affiliated state associa- 
tions shall become the property of the 
Association, and when so requested, 
the Board of Trustees (with permis- 
sion of the author) may cause same 
to be copyrighted in the name of the 
Association; but unless prohibited by 
the Board of Trustees, the authors of 
all papers read at meetings of the 
Association or affiliated state associa- 
tions, may cause the same to be pub- 
lished and if approved by the Board 
of Trustees, they may be published as 
a part of the transactions of the As- 
sociation. No paper or magazine shall 
be entitled to the exclusive publica- 
tion of any paper read before the 
members of the Association at any of 
its meetings, except by vote of the 
Board of Trustees. 


Section 12. Committee on Public Re- 
lations 


The Committee on Public Relations 
shall study the existing laws of the 
various states dealing with Anesthe- 
siology and shall, at all proper times, 
report and make recommendations to 
the Board of Trustees for the protec- 
tion of the professional rights of the 
members of the Association. This 
Committee shall be responsible for 
initiating, planning and conducting, 
subject to the approval of the Board 


of Trustees, a publicity program to 
the end that the allied fields and the 
public may be better informed con- 
cerning the Association, this to in- 
clude the publicity given each Annual 
Meeting. The Committee shall assist 
with the establishment of a Commit- 
tee on Public Relations in each affil- 
iated state association and shall as- 
sist the officers of the state associa- 
tions and these committees with the 
program on public relations. 


Section 13. Committee on Revision of 
By-laws 


The Committee on Revision of By- 
laws shall receive all proposed 
amendments to the By-laws of the 
Association from the members, report 
its findings and make its recommen- 
dations to the Board of Trustees for 
approval, and submit the proposed 
amendments with the Committee’s 
recommendations for action at the 
Annual Meeting. 


The Committee shall approve the 
constitution and by-laws of each state 
association applying for affiliation 
with the Association and further ap- 
prove all proposed amendments to the 
constitution and by-laws of affiliated 
state associations for the purpose of 
keeping them harmonious with the 
By-laws of this Association. 

Section 14. Committee on Trust Fund 


The Committee on- Trust Fund 
shall be composed of three members, 
one of whom shall be the Treasurer. 
This Committee shall be responsible 
for administering the monies of the 
Trust Fund in accordance with the 
rules and regulations concerning the 
Trust Fund. This Committee shall 
also promote interest in securing and 
shall endeavor to secure contributions 
for the Trust Fund. 


ARTICLE IX 
DUES 
Section 1. Scale of Dues 
Each member shall pay annual dues 
to the Association in accordance with 
his membership classification; except 
for members in unorganized states, a 
portion of these dues, as herein spe- 
cified, shall be retained by the state 
association of the member. 


Classification Dues Retained by 


State 
Active Member $12.00 $4.50 
Inactive Member 5.00 2.00 
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Classification Dues Retained by 


State 
Contributing 
Member 15.06 4.50 
Sustaining 
Member 25.00 5.00 
Institutional 
Member 25.00 5.00 


Section 2. Procedures for Payment 


A. Dues shall be payable in ad- 
vance to the Association at the begin- 
a hs of each fiscal year (September 


B. The state associations shall be 
responsible for collecting all dues 
from their members, and shall send 
the required per capita dues to the 
Treasurer of the American Associa- 
tion of Nurse Anesthetists with the 
prescribed remittance sheet. 


C. Members in unorganized states 
shall send their annual dues direct to 
the Treasurer of the American Asso- 
ciation of Nurse Anesthetists. 


Section 3. Pro Rata Payment 


A newly accepted member shall pay 
annual dues as specified in Section 1 
of this article if accepted to member- 
ship in the first six months of the fis- 
cal year or one-half of the annual 
dues if accepted to membership in the 
second six months of the fiscal year. 
The first dues shall be payable with- 
in thirty (30) days after notification 
of acceptance to membership. 


Section 4. Waiving of Dues 

An Active or Inactive Member may 
without relinquishing any rights and 
privileges, be granted the waiver of 
dues for a fiscal year upon presenta- 
tion to the Board of Trustees of doc- 
umentary evidence of extended illness 
or of full time study for a school 
year, or of other extenuating circum- 
stances. 


Section 5. Default in Payment 


A member of any classification 
whose dues are in default for more 
than six months of the current fiscal 
_— shall be dropped from member- 
ship. 


ARTICLE X 
FISCAL YEAR 


The Fiscal Year shall be from Sep- 
tember 1 to August 31, inclusive. 
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ARTICLE XI 
ANNUAL MEETING 


Section 1. Time and Place 

The Annual Meeting of the Asso- 
ciation shall be held each year con- 
currently with that of the American 
Hospital Association at the time and 
place designated by the American 
Hospital Association. 

The time and place of the Annual 
Meeting shall be announced in the 
Bulletin of the American Association 
of Nurse Anesthetists. 


Section 2. Quorum 

Seventy-five (75) members entitled 
to vote representing at least ten (10) 
states shall constitute a quorum at 
any meeting of the Association. 


ARTICLE XII 
NOMINATIONS AND ELECTIONS 


Section 1. Elections 


Elections shall be by ballot. A ma- 
jority vote is necessary to elect. 


Section 2. The Ballot 

The Committee on Nominations 
shall present the ballot prepared as 
herein specified. 


Section 3. Nominations 

No Nominee shall be presented at 
the Annual Meeting either by the 
Committee on Nominations or from 
the floor without a statement of her 
qualifications and her consent to serve 
if elected. 


Section 4. Eligibility 

Only members in good standing 
shall be eligible to receive nomina- 
tions and to vote. 


ARTICLE XIII 
OFFICIAL ORGAN 


The Bulletin of the American Asso- 
ciation of Nurse Anesthetists shall be 
the official publication of the Associa- 
tion and shall be issucd at least four 
times a year. 


ARTICLE XIV 
ETHICS AND DISCIPLINE 


If the conduct of any member shall 
appear to be in wilful violation of 
the Articles of Incorporation and By- 
laws of the Association or prejudicial 
to the Association’s interests, the 
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Board of Trustees may, by the affirm- 
ative vote of two-thirds (2/3) of the 
entire Board of Trustees, suspend or 
expel such member. Before taking 
such action, a written copy of the 
charges must be served upon the 
member and an opportunity given her 
to be heard before the Board of Trus- 
tees, in defense. A motion to recon- 
sider the suspension or expulsion of 
a member may be made at the next 
regular meeting of the Board of 
Trustees, but not thereafter. 


ARTICLE XV 
AMENDMENTS 


A. The Articles of Incorporation 
and By-laws may be amended, modi- 
fied, or abolished at any Annual 
Meeting by a two-thirds (2/3) vote 
of those present and qualified to vote, 
provided that notice of the proposed 
amendments, modifications, or resolu- 
tion for abolishment has been placed 
in the hands of the Executive Secre- 
tary two (2) months prior to the An- 
nual Meeting. Any such proposal to 
amend, modify or abolish shall be ap- 
pended to the notice of the Annual 
meeting. 

B. Standing Rules may be amended 
or rescinded by a two-thirds (2/3) 
vote unless notice was given at a 
previous meeting or in the call for 
the meeting, when they may be 
amended or rescinded by a majority 
vote. 

ARTICLE XVI 


PARLIAMENTARY AUTHORITY 


“Robert’s Rules of Order—Revised” 
shall be the authority for the Asso- 
ciation where not stated in the Ar- 
ticles of Incorporation or By-laws. 


STANDING RULES 


1. The order of Business at the 
Annual Meeting. 


Call to Order 

Reading of Minutes 

Roll Call 

Report of Officers 

Reports of Standing Committees 


Reports of Special Committees 
Unfinished Business 


New Business 
Announcements 
Program 
Adjournment 


2. Conduct of Examinations. 


The examination of candidates for 
membership shall be under the direct 
control of the Board of Trustees. 


Each candidate approved by the 
Committee on Credentials shall be 
notified by the Executive Secretary 
to be ready for an examination. 


The examinations shall be given 
twice a year in as many cities as the 
Board of Trustees may determine 
suitable for the purpose. 

The examination shall be in charge 
of an Active Member of the American 
Association of Nurse Anesthetists, 
such member to be chosen by the 
Board of Trustees, and to be located 
in or near the town of residence of 
the candidate. 


EXAMINATIONS 


The examinations shall pe covered 
in two (2) days and shall consist of: 

A. An oral and practical examina- 
tion. 

The applicant shall be asked to 
carry out under the eye of the local 
examiner certain standard procedures 
bseides answering questions demon- 
strating her knowledge in anesthesi- 
ology. 


B. A written examination. 


The questions, both for the oral and 
written examinations, are formulated 
by the members of the Committee on 
Examinations and sent by the Execu- 
tive Secretary under seal to each ]o- 
cal examiner. Each candidate shall 
be given a number and the examina- 
tion papers shall bear a number only. 
The Jocal examiner shall mark the re- 
sults of the oral and practical exam- 
ination and in the presence of the ex- 
aminee, shall seal in an envelope 
along with the answered written ex- 
amination and shall send immediately 
to the Executive Secretary who in 
turn shall transmit them to the Com- 
mittee on Examinations. 


Each member of the Committee on 
Examinations shall examine a part 
of the written examination of each 
applicant and allocate marks for each 
question in accordance with predeter- 
mined values. Each member of the 
Committee on Examinations shall 
transmit these marks in writing to 
the Executive Secretary separately 
from those of each other member. 
The Executive Secretary shall deter- 
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mine the grade obtained by each can- 
didate by taking the average of the 
marks, 2 

The practical examination and the 
written examination-have equal value 
and a passing grade of 70% must be 
received in each. 

Any candidate who fails to pass the 
examination may be re-examined once 
within one calendar year from the 
date of examination without payment 
of an additional fee. Should the can- 
didate again fail to pass the examina- 
tion, further examinations may be 
granted on payment of an additional 
fee of fifteen dollars ($15.00). 


NOVEMBER 1944 


The Executive Secretary shall noti- 
fy the candidates of the results of the 
examinations, usually in about ninety 
(90) days after taking the examina- 
tions. Those who pass the examina- 
tions shall be issued a membership 
card on payment of the annual mem- 
bership dues which shall be prorated 
for the year in which the applicant 
becomes a member. 


The examination fee shall be fifteen 
dollars ($15.00) due and payable 
within (30) days after notification 
by the Executive Secretary of ap- 
proval by the Credentials Committee. 
No fees are returnable. 
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VINETHENE Anesthesia 


TRADE MARK—REG. U. S; PAT. OFF 


For anesthesia of 


short duration, 
Vinethene is accept- 
ed both by the Coun- 
cilon Pharmacy and 
Chemistry of the 


RAPID yupuctio" American Medical 


Association, and the 


PROMPT COMPLETE RECOVERY Council on Dental 
Therapeutics of the 


American Dental 
Association. 


Each Vinethene package is sup- 
plied complete with dropper-cap 
and folder describing technic of 
administration and precautions 
in use. 
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Vinyl Ether for Anesthesia Merck. 


VINETRIENE 


Reg. U.S. Pat. OF 


An Inhalation 

Anesthetic for © 
‘Short Operative’ ~ 4 
[Procedures accerres 











Literature on Request 
Speed the Victory 


aioe MERCK & CO., Ine. MencLactuxing Chemis RAHWAY, N. J. 








Every cylinder of Liquid Gas is 
tested by skilled physicists and 


chemical technicians for its purity, 
and conformity to established 
medical standards! 


Thus the medical profession can be 
assured that each cylinder of Liquid 


Carbon Dioxide 
Helium 
Oxygen 


Carbon Dioxide and 
Oxygen Mixtures 


Gas is uniformly pure, and meets 
every requirement for human use. 

A nation-wide network of com- 
pletely equipped plants and depots, 
always well supplied with Liquid 
Medical Gases, makes them easy to 
obtain. 


PURITY GASES 


Helium and Oxygen 
Mixtures 


Nitrous Oxide 
Ethylene 
Cyclopropane 


Medical Gas Division of 


CARBONIC 
3110 South Kedzie Avenue, Chicago 23, Illinois 


CORPORATION 


BRANCHES IN PRINCIPAL CITIES OF THE UNITED STATES AND CANADA 





% Because the demands of the 
armed forces came FIRST, we have 
experienced delays in filling 
hospital orders. We believe our 


Hospitals hospital friends understand this. 


Today, however, with increased 

bt _ production facilities working at 

can 0 ain capacity, we are able to provide 
again prompt and efficient ser- 

vice on Kinet-o-meters and other 

Kl Bh FT- 0 ~ M FTE “ S Heidbrink anesthetic apparatus. 
Your inquiry, addressed to out 


nearest office will receive 
immediate attention. 


The Army Navy E flag has been 
awarded to The Heidbrink Divi- 
sion of The Ohio Chemical & Mfg. 
Co. for production achievement. 
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THE OHIO CHEMICAL & MFG. CO. 


Cleveland 14, Ohio NewYork 22,N.Y. Chicago 12, Ill. 
Birmingham 5, Ala. San Francisco 3, Calif. 
BRANCHES IN OTHER PRINCIPAL ciTIES 





